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Invitation 
 

Texas Panhandle Centers Behavioral and Developmental Health (Center) is accepting proposals 

from vendors experienced in providing and implementing electronic health record (EHR) 

systems. 
 

The Center invites all qualified vendors to submit a proposal. If you are interested in submitting 

a proposal, please carefully adhere to the instructions and requirements that follow. 
 

A copy of the Request for Proposal (RFP) may be obtained from the Center’s website at 

www.texaspanhandlecenters.org or by contacting Jesse Greer, PsyD, Director of Data 

Management and Contracts/Credentialing at Jesse.Greer@txpan.org. 
 

Vendors wishing to submit proposals are requested to submit an email indicating your intent to 

bid by 3/16/2020 - 4:00 p.m. CST. Please send your email to Jesse Greer, PsyD, Director of Data 

Management and Contracts/Credentialing at Jesse.Greer@txpan.org. Please state in the subject 

of your email: “Intent to Bid – RFP ID:  04062002”. 
 

Vendors who submit intent to bid will receive notification of all questions received and the 

Center’s answers to these questions in addition to any addenda that are issued. If intent to bid is 

not submitted, it will be your responsibility to monitor the Center’s website to view answers to 

submitted questions and for any addenda issued for the RFP. 
 

In accepting proposals, the Center reserves the right to reject any and all proposals, to waive 

formalities and reasonable irregularities in submitted documents, and to waive any requirements 

in order to take the action, which it deems to be in the best interest of the Center and is not 

obligated to accept the lowest cost proposal. The Center will not pay for any costs incurred by 

respondents in the preparation and/or submission of a proposal. Furthermore, the RFP does not 

obligate the Center to accept or contract for any expressed or implied services. 
 

The Center will only release names of the vendors who have responded to this solicitation after 

the Center evaluation team has evaluated the proposals and an award has been made and 

approved by the Center Board of Trustees. 
 

This Request for Proposal and the procurement process thereof is intended to comply fully with 

the provisions of procurement for Local Authorities: 
 

25 TAC Part 1, §412.55(a)(1) 

Procuring goods and non-community services that provide the Best Value to the Local Authority 
 

We greatly appreciate your consideration and look forward to reviewing your submission. 

  

http://www.texaspanhandlecenters.org/
mailto:Jesse.Greer@txpan.org.
mailto:Jesse.Greer@txpan.org.
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Introduction 
 

Texas Panhandle Centers Behavioral and Developmental Health (TPC), formerly known as 

Texas Panhandle Mental Health Mental Retardation, is part of the Texas Community Center 

system and is governed by a local board of trustees representing the citizens of the upper twenty-

one (21) counties of the Texas Panhandle.  We serve individuals with behavioral health needs 

(mental illness), intellectual and developmental disabilities and children with developmental 

delays. 

 
Our scope of business is comprised of 4 divisions: 

 Behavioral Health (BH) (including adult, child & adolescence, and substance abuse) 

 Intellectual and Developmental Disabilities (IDD) 

 Early Childhood Intervention (ECI)* 

 Administration (Admin) 
 

The Center is one of thirty-nine (39) Centers providing similar services throughout Texas, under 

contract with the Texas Health and Human Services Commission as well as other federal, state 

and local entities. 
 

The Center is a provider of services as well as the state designated Local Authority (LA) for 

behavioral health and individuals with intellectual and developmental disabilities. The role of the 

Local Authority is to plan, coordinate, develop policy, develop and allocate resources, supervise 

and ensure the provision of community based behavioral health and intellectual and 

developmental disability services for residents of the twenty-one (21) counties we serve. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*ECI will not be included in the statement of work for this RFP. 
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Statement of Work 
 

Our Center is seeking proposals for the implementation and on-going maintenance of a new 

electronic health record system (EHR). Center is seeking to develop a long-term relationship 

with a technology vendor that provides the critical services in the areas of clinical 

documentation, patient scheduling, revenue cycle management, and person centered recovery 

and care coordination. 

 

Center seeks a product that facilitates effective, thorough and efficient care delivery and 

coordination. Additionally, we are seeking a relationship with a vendor that will support our 

needs today, and that will be capable of supporting the growth and development of our Center’s 

programs. Center desires a relationship with a vendor that is able to meet the challenges of 

continual changes to health care and health IT in Texas and the United States. We want to ensure 

that the EHR can dynamically support changing needs, and that the partner company will 

similarly be able to support our growth through strong customer service and support. 

 

Center is expecting a comprehensive proposal from proposers that meets all requirements 

detailed in this Request for Proposal (RFP). Center understands that a comprehensive solution 

that meets all the technical and business needs stipulated in the RFP may require collaboration 

between a few vendors and will accept proposals that demonstrate a successful relationship 

between vendors. It must be noted, however, that irrespective of the sub-contracting or 

arrangement, Center requires one lead vendor to present the proposal and to bear all 

responsibility for the outcomes described in this initiative. 

 

Center must maintain current levels of functionality throughout the transition, with no 

disruption to key systems, data collection, billing or other functions. Therefore, our Center 

requires a migration plan that will allow individual parts of the current system to be functional 

simultaneously until fully replaced in the new product. 

 

Our current system/ hardware platform is Windows Client/Server based utilizing Microsoft 

FoxPro database for data collection. 

 

It is our expectation that our new electronic health record system will be cloud based. 

However, it is NOT a requirement of this RFP. If more technical information regarding our 

current environment is needed, please follow the RFP question submission guidelines in this 

RFP. 
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Schedule 
 

Task Date 

RFP Distribution 2/24/2020 

Email of Intent to Bid Due 3/16/2020 

Vendor Questions Due 
Every effort will be made to answer questions within three business days of receipt 

3/23/2020 

Final Response to All Questions Available 
All answers to questions received will be available online and sent to all vendors who 

responded with an Intent to Bid 

3/30/2020 

Vendor Proposal Due 4/6/2020 

Proposed Vendor Demonstration Schedule 5/15/2020 – 

8/15/2020 

Initiate Best and Final Negotiations, Make Recommendation to Center 

Board of Trustees 

8/27/2020 
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Proposal Submission Instructions 
 

1. All proposals must be submitted by email. 

 

2. Content, exhibits and attachments must be in Microsoft Word, Microsoft Excel, or Adobe 

PDF. 

 

3. Proposals and all questions should be directed to: 

 

Jesse Greer, PsyD Director of Data Management & 

Contracts/Credentialing 

Jesse.Greer@txpan.org  

 

Important Note: Vendors may not contact other members of the 

Center’s workforce without prior approval from Jesse 

Greer, PsyD Director of Data Management & 

Contracts/Credentialing 

 

4. In the subject line of your proposal submission email include: 

 

RFP ID:  04062002 

 

5. Proposals must be signed electronically by an individual legally authorized to commit to 

the terms of this RFP and your responses therein. 

 

6. Proposals will not be opened until after the submission deadline of April 6, 2020 at 3:00 

p.m. CST. A private proposal opening will be conducted on April 6, 2020 at 3:30 p.m. 

CST. 

 

7. Proposals must remain valid for acceptance for one hundred and twenty (120) days from 

the Vendor Proposal Due Date. 

 

8. Proposals or modifications received after the time set for submission may not be 

considered. 

 

9. All statements made in the proposal will be considered final, and, if the proposal is 

accepted will be used as the basis of the purchase contract. 

 

10. The initial contract term for this system will be negotiated at the time of the contract 

award. 

 

11. Each proposal must follow the format for document submission presented in the next 

section. 

  

mailto:Jesse.Greer@txpan.org
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Required Documentation and Procedures for Submitting Proposal 
 

1. Each proposal response must include the following items: 

 

a. Title Page - Title page must show the RFP subject; the vendor’s name; the name, 

address, and telephone number of a contact person; and the date of the proposal. 

 

b. Company Background: The vendor will provide a brief one-page company 

description, history, number of employees, summary of financial status and 

number of customer implementations vendor currently supports. 

 

c. Executive Background:  The vendor will describe in non-technical terms its 

electronic health record system, identifying any unique or distinctive features of 

the system in which the vendor wishes to bring particular attention. Do NOT 

include pricing in this section. Responses are limited to one page. 

 

d. Transmittal Letter - Submit a signed letter briefly addressing your understanding 

of the work to be done, the commitment to do the work detailed within this RFP 

and a statement explaining why the vendor believes it is best qualified to do the 

required work. 

 

e. Vendor Representative - Include the name and title of the designated individual(s), 

along with respective telephone number(s) and email addresses, who will be 

responsible for answering technical and contractual questions regarding the 

proposal. 

 

f. Pricing – Include pricing information as described in the Pricing Guidelines 

section of this RFP. 

 

g. Vendor Responses – Please include responses to the following sections of this RFP: 

 User Requirements 

 Additional Questions 

 Implementation, Training, and Support 

 Vendor Profile 

 Signature Page 

 Assurances 

 Conflict of Interest Questionnaire 

 Lobbying Certification 

 Request for Taxpayer Identification Number and Certification 

 Financial Information 

 Insurance 

 Employer Information Report (if applicable). 

 

2. Vendor Service Contracts - Vendor must submit a copy of standard contract/master service 

contract(s), service level agreement(s), and third party source code escrow agreement.  
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General Requirements and Notices 
 

1. Background: 

 

All entities are expected to carefully examine the RFP documents. Any ambiguities or 

inconsistencies should be brought to the attention of Jesse Greer, PsyD Director of Data 

Management & Contracts/Credentialing. 

 

It is the Center’s intent that all information necessary to complete a response is included 

in this RFP. It is the responsibility of an interested entity to obtain clarification of any 

information contained herein that is not fully understood. Any entity, by and through the 

submission of a proposal, agrees to be held responsible for: 

1. Examining the RFP (including attachments and amendments) and all referenced 

material; 

2. Becoming familiar with the nature and scope of the services required; and 

3. Identifying any local conditions, administrative rules, or other factors that may impact 

the Center’s timeline for completion of the services. 

 

The Center is responsible for interpretation of the wording of this RFP. Its staff will not 

give verbal answers to inquiries regarding the RFP contents. Any verbal statement 

regarding the RFP prior to the award shall be considered non-binding. The only formal 

interpretation of the RFP will be made via responses to formal questions submitted via 

email by March 23, 2020. Responses to questions will be available to all vendors by 

March 30, 2020. 

 

The Center will make a good faith effort to contract with Historically Underutilized 

Businesses. 

 

2. Conflict of Interest: 

 

No public official shall have an interest in any contract, in accordance with Vernon’s 

Texas Codes Annotated, Local Government Code Title 5, Subtitle C, Chapters 171 and 

176. 

 

3. Assignment: 

 

No right, interest, or obligation under this contract shall be assigned or transferred by the 

vendor without the express written consent of the Executive Director of the Center, or 

designee. Any attempted assignment or transfer by the vendor without such written 

consent shall be considered failure of contractual obligations and the Center will reserve 

the right for immediate cancellation. 

 

4. Applicable Law and Venue: 
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The contract issued by way of this RFP shall be governed, construed and interpreted 

under the laws of the State of Texas. Venue for any litigation arising under the contract 

shall lie in Potter County, Texas. 

 

5. Advertising: 

 

Vendor shall not advertise or publish without Center’s prior written consent the fact that 

Center has entered into a contract, except to the extent necessary to comply with proper 

requests of information from an authorized representative of the federal, state or local 

government. Vendor is prohibited from using contract award information, 

sales/values/volumes in sales brochures or other promotions, including press releases, 

unless prior written consent is obtained from the Executive Director of the Center. 

 

6. Business Associate: 

 

The selected vendor agrees that they are a Business Associate as that term is defined 

under 45 CFR 164.502(e), 164.504(e), 164.532(d) and (e), and as such, will execute a 

Business Associate Agreement (see Business Associate Agreement section) with Center 

concurrent with the execution of any contract or agreement for services. 

 

7. Discrimination: 

 

Vendor will ensure that no person on the basis of race, color, national origin, religion, 

sex, age, sexual orientation, genetic characteristics, veteran status, disability or political 

affiliation, will be excluded from participation in, be denied the benefits of, or be subject 

to discrimination with respect to any contract, under any of the policies of the Texas 

Health and Human Services Commission (“HHSC”), or the Center. 

 

8. Acceptance/rejection of Proposals: 

 

The Center reserves the right to accept or reject any and/or all proposals, to waive 

informalities or defects in proposals, or to accept such proposal(s) as it shall deem to be 

of the best value to the Center. 

 

9. Negotiation: 

 

The Center reserves the right to negotiate with vendors determined to have a reasonable 

chance of being selected. All such vendors shall be afforded fair and equal treatment with 

respect to such negotiations, and no such vendor shall be given information that would 

give that vendor a competitive advantage over any other vendor. 

 

10. Cancellation: 

 

The Center may choose to cancel the RFP without award. 
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11. Validation: 

 

The Center may validate any information in a proposal by using outside sources or 

materials. If validation discloses that information provided by a proposer is deliberately 

false, the proposal will be ineligible for consideration. 

 

12. Standing: 

 

Vendor is in good standing with all state and federal funding and regulatory agencies; is 

not currently debarred, suspended, or otherwise excluded from participation in federal, 

state, county or city contract or grant programs; is not delinquent on any repayment 

contracts; has not had a required license or certification revoked; has not had a contract 

terminated by the HHSC, DSHS, or DADS; and has not voluntarily surrendered an 

obligation issued by HHSC or any other entity within the past three (3) years. 

 

13. Conflict of Interest: 

 

The Center reserves the right to retain all performance by any successful vendor, and to 

recover all consideration paid to any vendor pursuant to a contract thus permitting 

forfeiture of such contract, in the event that vendor: 

1. Was doing business at the time of submitting the proposal or had done business 

during the 365 day period immediately prior to the date on which the proposal was 

due with an undisclosed key person; 

2. does business with a key person after the date on which the proposal is due and prior 

to full performance of the contract and fails to disclose the name of any such key 

person in writing to Center prior to commencing business with such key person; or 

3. fails to submit a completed Form CIQ (see Conflict of Interest Questionnaire section) 

if required by Chapter 176 of the Texas Local Government Code. 

 

14. Termination and Funding: 

 

This contract is made contingent upon the continuation of federally funded programs, or 

the continued availability of state or local funds to cover the full term and cost. This 

contract is subject to termination, without penalty, either in whole or in part, if funds are 

not appropriated or are discontinued.  In this instance, Center may cancel this contract by 

giving thirty (30) days written notice to the vendor. 

 

15. Limitation of Liability: 

 

The Center will not enter into any Contract that purports to in any way limit the amount 

of damages recoverable under the Contract. 
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Pricing Guidelines 
 

For the purpose of developing a pricing proposal, the following indicates the number of planned 

users for the system: 

 

Individual License Pricing 

User Type  Number of 

Users 

Administrative Users 5 

All Other Users (Super Users, Data Entry 

Only Users, Read-only Users) 

285 

 

Concurrent User Pricing 

Number of Concurrent Users 110 

 

An important budgeting objective is that there aren’t unanticipated costs with the purchase of the 

system.  Please identify all potential costs for purchasing and implementing the System using the 

guidelines below: 

1. Proposed fees must clearly differentiate set-up and implementation fees from ongoing 

monthly subscription fees. 

2. Proposed fees must separately identify all potential third party fees. 

3. The proposal must include the cost and frequency of system updates. 

4. The proposal must identify all expected hardware costs. 

5. The proposal must identify the time period for which all fees are guaranteed at the rate 

specified in the proposal.  

6. The proposal must describe the circumstances and process by which the vendor may 

increase fees. 

7. Pricing should include all potential costs related to the system, including but not limited 

to the following: 

a. Hardware 

b. Extract, Transform, and Load Processes 

c. Costs to convert existing scanned documents into scanned documents integrated 

and accessible through system 

d. Installation 

e. Training 

f. “Go Live” Transition 

g. Periodic costs that are charged to the Center for updates to SNOWMED, ICD-10, 

DSM-5 or other external table values that are incorporated into system. 

h. Document scanning costs 

i. Text message sending/receiving costs 

j. Costs for sending electronic lab orders, receiving electronic lab order results, and 

lab interface creation costs 

k. Third party licensing or support costs 

l. Costs for maintaining separate Test, Train, and Live versions of the system 

m. Vendor hosting versus Center hosting costs 

n. Ongoing monthly subscription  
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o. Custom programming fee structure 

p. Support fee structure for requested support that exceeds what is included in the 

monthly subscription fee 

q. Training fee structure for requested training that exceeds what is included in the 

monthly subscription fee 

r. Any third party products such as a recommended tool for report-writing 

8. Pricing should include potential costs, pricing guidelines, and services that would be 

available to the Center at the time that Center terminates the Vendor’s services.  Please 

include the pricing guidelines and any types of limitations for extracting data out of the 

Vendor’s system for the purpose of import into a successor system. 
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RFP Scoring Criteria 
 

Vendor proposals will be evaluated according to the following criteria: 

1. Results of demonstrations and presentations 

2. Comprehensiveness of response to this RFP 

3. Ability to meet specifications and requirements described in this RFP 

4. Vendor’s reputation for delivering proposed services 

5. System’s ease of use 

6. System’s functionality 

7. Reporting capabilities 

8. Dashboards provided with system 

9. Center’s ability to build forms and reports 

10. Quality of implementation approach 

11. Vendor’s support and training 

12. Approach to state and federal compliance 

13. Pricing 

The above list is in random order and doesn’t reflect any type of priority for the various rating 

criteria. 
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User Requirements 
 

Please complete this section in its entirety and include responses as part of the response to this 

RFP.  A separate version of this section was provided that allows you to record responses along 

with each requirement. 

 

For each requirement, respond using the following scale: 

1 = System meets this requirement fully without additional programming required 

by Center and the functionality described by this requirement will be provided 

to Center at “go live” at no cost. 

2 = System can meet this requirement, but with modifications at an increased cost. 

3 = System cannot meet this requirement. 

4 = Requirement is not applicable based on the design of the system. 

There is a notes field for each requirement that allows for clarifications to responses. 

Administrative 
 

Reference Administrative Rating 

AD-010 Ability to extract patient insurance and billing data to load into 

Center’s financial system. 

 

Notes:  

AD-020 Same data never keyed twice in system.  Single entry of data is shared 

wherever needed throughout system. 

 

Notes: 

AD-030 Ability to purge records in accordance with retention policies.  Please 

describe the types of retention policies supported. 

 

Notes: 

AD-040 Ability to merge client records when duplicates are identified.  

Notes: 

AD-050 Ability to archive client records for inactive clients with the ability to 

re-activate if the client presents for services.   

 Please describe how inactive clients are determined for the purpose 

of archiving. 

 If a client hasn’t been served for an amount of time that would 

justify archiving the client, but the client is continuing to make 

payments against an outstanding balance, would the client’s data 

be archived? 

 Please describe what specific data is re-activated if an archived 

client is re-activated. 

 

Notes: 
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Reference Administrative Rating 

AD-060 Ability to exclude specific clients from being accessed by specific 

staff.  The staff are completely blocked from seeing any information 

regarding excluded clients on screens, reports, and any other system 

interfaces. 

 

Notes: 

AD-080 Ability to either limit access or provide full access to client records for 

auditors and other types of external staff.  Please describe methods 

available for limiting access to client records.  

 

Notes: 

AD-090 Ability for staff to view their caseload’s payers along with effective 

dates for each of the caseload’s clients in one view. 

 

Notes: 

AD-100 View Tracking can be enabled on a module-by-module basis to track 

whenever a user views data in that module.  The client whose data was 

viewed is recorded with the View Tracking information (i.e., date/time 

viewed, user who viewed the client’s data, client data module name, 

etc.). 

 

Notes: 

AD-110 A history of all changes to data is retained with the ability to view, 

through a user-friendly system interface, “before and after images” of 

changes including the date, time, and user that made a change. 

 

Notes: 

AD-120 A user-friendly system interface provides the specific data that was 

changed between two versions of a single record. 

 

Notes: 

AD-130 Deleted data isn’t physically deleted from the system until it has 

expired based on retention policy. 

 

Notes: 

AD-140 Modification Reason requirement can be enabled on a module-by-

module basis requiring the user to document a reason for changing the 

data in a record. 

 

Notes:  

AD-150 Forms can be saved as Draft and completed at a later time.  If a user is 

changing an existing record and saves the new version of the record as 

a draft, please describe if the prior version of the record is treated as 

“live” until the draft is saved. 

 

Notes: 

AD-160 Staff receive alerts that they have draft forms to complete.  

Notes: 
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Reference Administrative Rating 

AD-170 User and technical documentation is available.  Please describe 

documentation and any other resources that are available to users and 

technical staff to help them understand the system. 

 

Notes: 

AD-175 User and technical documentation provides “Quick Reference Guides” 

to provide users with short and concise instructions for common 

functions. 

 

Notes: 

AD-178 User and technical documentation provides Frequently Asked 

Questions (FAQs) with answers to commonly asked questions about 

the system. 

 

Notes: 

AD-180 Operating system clipboard can be used to copy information to and 

from fields within the system.  For example, a user may want to copy 

information from a Word, Excel, or Adobe file into a text field within 

the system. 

 

Notes: 

AD-190 Center can designate any forms in system to require electronic 

signature by staff and/or clients. 

 

Notes: 

AD-200 Forms requiring electronic signature can be entered by data entry staff 

and later signed by appropriate staff.  Please describe if the unsigned 

forms are treated as drafts until they are signed. 

 

Notes: 

AD-210 Staff receive alerts when forms have been entered that require and are 

lacking electronic signature. 

 

Notes: 

AD-220 Ability to enforce that electronically signed forms are converted to 

drafts and must be re-signed in the event that they are changed. 

 

Notes: 

AD-230 Signature image capture for all applicable forms requiring client 

and/or family signatures. 

 

Notes: 

AD-240 Ability to present or print any documents that require client signature 

in English and Spanish. 

 

Notes: 

AD-250 To assist the user in multi-tasking in the system, ability to view or 

modify multiple different client records at the same.  Please describe 

how this is accomplished. 

 

Notes: 
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Reference Administrative Rating 

AD-260 To assist the user in multi-tasking in the system, ability to view or 

modify multiple types of information for the same client at the same 

time.  Please describe how this is accomplished. 

 

Notes: 

AD-270 System contains scanning functionality that allows scanned documents 

to be part of client record without the use of a third party application. 

 

Notes: 

AD-280 Scanning functionality works with well-known hardware and doesn’t 

require specific manufacturers or models of scanners. 

 

Notes: 

AD-290 Scanned documents have indexes that contain the type of document 

and key identifying information about the document. 

 

Notes: 

AD-300 System provides intelligent routing of scanned documents to 

appropriate client medical records. 

 

Notes: 

AD-310 System is able to perform bulk scanning of documents that can be 

routed to different medical records. 

 

Notes: 

AD-320 Pictures can be scanned, identified with indexes, and attached to a 

client’s medical record. 

 

Notes: 

AD-330 Live help desk support is available Monday through Friday from 8 – 5 

CST.  Please describe how this type of support would be accessed by 

the Center. 

 

Notes: 

AD-340 Off hours support is available 24 hours per day, 7 days per week, 365 

days per year for designated users.  Please describe how this type of 

support would be accessed by the Center. 

 

Notes: 

Form Requirements 
 

Reference Form Requirements Rating 

FR-010 Please indicate whether the following forms are pre-defined in the 

system.  If the system contains an alternate form that closely 

resembles the following form, please include a copy of this form.  See 

the Form Samples section for copies of the following forms. 

N/A 

Notes: 

FR-010.010 Consent for Treatment with Psychoactive Medications  
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Reference Form Requirements Rating 

Notes: 

FR-010.020 Spanish version of Consent for Treatment with Psychoactive 

Medications (see FR-010.010) 

 

Notes: 

FR-010.030 Patient Consent for Telemedicine and Telehealth Services  

Notes: 

FR-010.040 Spanish version of Patient Consent for Telemedicine and 

Telehealth Services (see FR-010.030) 

 

Notes: 

FR-010.050 Client Infection Reporting Form  

Notes: 

FR-010.060 Authorization for Treatment/Application for Services  

Notes: 

FR-010.070 Financial Assessment  

Notes: 

FR-010.080 Abnormal Involuntary Movement Scale  

Notes: 

FR-010.090 Client Agreement  

Notes: 

FR-010.100 Medical Information Survey  

Notes: 

FR-010.110 Crisis Intake Assessment and Recovery Plan Progress Note 

Template 

 

Notes: 

FR-010.120 Peer Support Progress Note  

Notes: 

FR-010.130 Patient Health Questionnaire (PHQ-9)  

Notes: 

FR-010.140 BMI Adult Screening and Follow-up Progress Note Template  

Notes: 

FR-010.150 Child/Adolescent Weight Assessment and Counseling Progress 

Note Template 

 

Notes: 

FR-010.160 Colombia Suicide Severity Rating Scale Screening with Triage 

Points 
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Notes: 

FR-010.170 Tobacco Use:  Screening and Cessation  

Notes: 

FR-010.180 Physician Progress Note  

Notes: 

FR-010.190 Physician New Patient Diagnostic Interview Progress Note  

Notes: 

FR-010.200 Physician Diagnostic Interview Progress Note  

Notes: 

FR-010.210 Safety Plan  

Notes: 

FR-010.220 Brief Bipolar Disorder Symptom Scale  

Notes: 

FR-010.230 Brief Negative Symptom Assessment  

Notes: 

FR-010.240 Quick Inventory of Depressive Symptomatology  

Notes: 

FR-010.250 Initial Plan of Care – Child/Adolescent Services  

Notes: 

FR-010.260 Wraparound Recovery Plan – Child/Adolescent Services  

Notes: 

FR-010.270 Youth Recovery Plan  

Notes: 

FR-010.280 Adult Recovery Plan  

Notes: 

FR-010.290 Discharge Summary  

Notes: 

FR-010.300 Nursing Tasks Screening Tool  

Notes: 

FR-010.310 Comprehensive Nursing Assessment  

Notes: 

FR-010.320 IDD Person-Directed Plan  
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Notes: 

FR-010.330 IDD Implementation Plan  

Notes: 

FR-010.340 Initial Plan of Care (IPC) for HCS/CFC  

Notes: 

FR-010.350 Initial Plan of Care (IPC) for TxHmL/CFC  

Notes: 

Scheduler 

 

Reference Scheduler Rating 

SC-010 At the time of scheduling an appointment or appointments, ability to 

limit this scheduling based on the following factors: 

N/A 

Notes: 

SC-010.020 Only schedule covered services based on client’s payers  

Notes: 

SC-010.030 For clients with payers that require authorizations for all services 

or specific services, ensure that there is a current authorization for 

the date and type of service. 

 

Notes: 

SC-020 When scheduling appointments for clients, notify staff if there are the 

following types of forms due “as of” the scheduled appointment date: 

N/A 

Notes: 

SC-020.010 Demographic data updates  

Notes: 

SC-020.020 Financial Assessment (including payer updates)  

Notes: 

SC-020.030 Insurance authorizations  

Notes: 

SC-020.040 Treatment Plans  

Notes: 

SC-020.050 Assessments  

Notes: 

SC-020.060 Release of Information  

Notes: 
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SC-020.070 Medication Consents  

Notes: 

SC-020.080 Consent to Treat  

Notes: 

SC-020.090 Proof of residency  

Notes: 

SC-020.100 Guardianship Paperwork  

Notes: 

SC-020.110 Please list any other types of “due forms” that can be verified 

when scheduling appointments. 

N/A 

Notes: 

SC-020.120 Ability to indicate in the scheduled appointment which of the 

above forms should be completed for the client. 

 

Notes: 

SC-030 When scheduling appointments, provide error messages if the client’s 

time overlaps other scheduled appointments.   Please describe 

recommended approach for allowing and preventing client 

appointment overlaps. 

 

Notes: 

SC-040 When scheduling appointments, provide warning messages if staff 

time overlaps other scheduled appointments.  Please describe 

recommended approach for allowing and preventing staff appointment 

overlaps. 

 

Notes: 

SC-050 Schedules for staff that work in different locations are recognized by 

the Scheduler so that staff appointments are only scheduled in these 

locations during the times that staff are present in them. 

 

Notes: 

SC-060 Ability to grant certain staff access to the scheduler and restrict other 

staff from accessing the scheduler. 

 

Notes: 

SC-070 Ability to create appointment records for: N/A 

Notes: 

SC-070.010 One or many clients  

Notes: 

SC-070.020 One or many staff  

Notes: 
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SC-070.030 A group of clients contained on a Group Roster.  The appointment 

is scheduled for the Group and all of the individual clients on the 

Group Roster are scheduled. 

 

Notes: 

SC-070.040 One or many types of services  

Notes: 

SC-070.050 One or many Center-defined resources such as equipment, 

conference rooms, etc. 

 

Notes: 

SC-080 If a Group Roster is scheduled, individual clients assigned to the 

Group Roster are tested for appointment overlaps. 

 

Notes: 

SC-090 Ability to schedule multiple staff/resources in one entry across 

locations when the client will be receiving multiple types of services 

consecutively. 

 

Notes: 

SC-100 Recurring Appointment functionality allows for multiple appointment 

records to be created through a single entry based on the type of 

recurrence entered by the user. 

 

Notes: 

SC-110 Ability to perform “first available” appointment scheduling.  

Notes: 

SC-120 “First available” appointment scheduling based on the following 

criteria: 

N/A 

Notes: 

SC-120.010 Target Date Range  

Notes: 

SC-120.020 Time of Day  

Notes: 

SC-120.030 Specific staff  

Notes: 

SC-120.040 Provider Type such as LPC, LPHA, QMRP, etc.  

Notes: 

SC-120.050 Location of Clinic  

Notes: 

SC-120.060 Based on the planned service entered on the appointment screen, 

staff qualified to provide this service 
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Notes: 

SC-120.070 Staff with credentials required by the client’s payers  

Notes: 

SC-130 Bulk appointment transfer capability to transfer multiple appointments 

from one staff to another. 

 

Notes: 

SC-140 Ability for staff with appropriate security privileges to perform 

centralized scheduling across locations and programs. 

 

Notes: 

SC-150 Scheduler security ensures that users can only see and/or modify 

appointments for other users to whom they’ve been provided access. 

 

Notes: 

SC-160 Ability to generate appointment reminders for clients based on 

scheduled appointments. 

 

Notes: 

SC-170 Ability to send text messages as appointment reminders based on the 

client’s permission to use text messages.  Please include any costs 

associated with sending text messages to clients in the Pricing section 

of RFP response. 

 

Notes: 

SC-180 Ability to accept a response to a text message to indicate client’s plan 

to attend an appointment. 

 

Notes: 

SC-190 Ability to send automatic phone messages as appointment reminders 

based on the client’s permission to use phone messages. 

 

Notes: 

SC-200 Ability to accept a response to a phone message to indicate client’s 

plan to attend an appointment. 

 

Notes: 

SC-210 Ability to send email messages as appointment reminders based on the 

client’s permission to use email messages. 

 

Notes: 

SC-220 Ability to accept a response to an email to indicate client’s plan to 

attend an appointment. 

 

Notes: 

SC-230 Ability to record external provider appointments in scheduler with the 

ability to document the activity or results of that appointment in a field 

or fields in the appointment record. 
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Notes: 

Clinical 
 

Reference Clinical Rating 

CL-010 Ability to create a client record with limited demographic information 

with the ability to correct and add additional information later.  Please 

list minimum fields necessary to build a client record. 

 

Notes: 

CL-020 In client demographics, ability to record different gender types other 

than male and female.  Please list additional gender types supported. 

 

Notes: 

CL-025 Ability to track a complete history of a client’s county of residence 

changes along with the date of the change. 

 

Notes: 

CL-030 Name aliases are collected in case the same client provides different 

names for him/herself. 

 

Notes: 

CL-040 Name searches in the system search alias records in addition to names 

recorded on the Client Demographic screen to help prevent duplicate 

client records. 

 

Notes: 

CL-050 Fuzzy name searches are used to identify potential duplicate clients 

that may be spelled differently than what the user enters. 

 

Notes: 

CL-060 Allow for the following additional search fields when searching for 

potential duplicate client records: 

N/A 

Notes: 

CL-060.010 Social Security Number  

Notes: 

CL-060.020 Birth Date  

Notes: 

CL-060.030 Ethnicity  

Notes: 

CL-060.040 Gender  

Notes: 

CL-070 An interface exists in the system to allow patients to check themselves 

in for a service and verify that their demographics are current. 
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Notes: 

CL-080 A roster of one or many staff that are assigned to a client’s Care Team 

is maintained by the system. 

 

Notes: 

CL-090 A complete history of staff assignments to a client’s Care Team, 

including the begin and end date of the assignment, is maintained by 

the system. 

 

Notes: 

CL-100 A staff person’s assignment to a client’s Care Team enables this staff 

person to receive alerts regarding the client. 

 

Notes: 

CL-110 A staff person’s assignment to a client’s Care Team triggers the client 

to show on the staff person’s caseload reports. 

 

Notes: 

CL-120 One person on the Care Team can be identified as the Primary Care 

Team Member.  Validations in the system only allow one person at 

any given time to serve in this role. 

 

Notes: 

CL-130 Messaging capability between staff includes the ability to send 

messages to a client’s Care Team.  Please describe the method for 

doing “Care Team” messaging. 

 

Notes: 

CL-140 A view of a staff person’s caseload lists all clients for whom the staff 

person is assigned as a Care Team Member. 

 

Notes: 

CL-150 Bulk transfers of clients to another staff person’s caseload can be 

performed in a single operation. 

 

Notes: 

CL-160 Bulk ends of clients on a staff person’s caseload can be accomplished 

in a single operation. 

 

Notes: 

CL-170 Bulk copies of a staff person’s caseload to another staff person can be 

accomplished in a single operation. 

 

Notes: 

CL-180 Tracks individuals or organizations that are granted access to the 

client’s Protected Health Information. 

 

Notes: 
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CL-190 Each release of Protected Health Information to an authorized 

individual or organization is tracked along with the type of Protected 

Health Information that was released. 

 

Notes: 

CL-200 Lab orders can be electronically sent to labs.  

Notes: 

CL-210 Lab results can be electronically imported into system.  In the Pricing 

section of the RFP response, please describe costs associated with 

sending electronic lab orders, acquiring electronic lab order results, 

and lab interface creation costs. 

 

Notes: 

CL-220 Lab alerts are generated based on no timely results of lab request.  

Please describe who would be recipient of these alerts. 

 

Notes: 

CL-230 Lab alerts are generated based on results that are outside of normal 

limits.  Please describe who would be recipient of these alerts. 

 

Notes: 

CL-250 Integrated ePrescribing that doesn’t require a separate login.  

Notes: 

CL-260 ePrescribing functionality doesn’t require duplicate entry of 

information. 

 

Notes: 

CL-270 Based on system security, ability for non-prescriber medical support 

staff to enter and save medications into ePrescribing system for 

subsequent prescriber signature and electronic transmission to 

pharmacy. 

 

Notes: 

CL-280 Ability for ePrescribing system to store more than one pharmacy for 

each client. 

 

Notes: 

CL-290 Ability for ePrescribing system to designate one pharmacy as the 

“preferred” pharmacy for the client. 

 

Notes: 

CL-300 Lab and prescription documents received electronically through e-fax 

or an electronic interface without an identifiable matching client 

record are queued for follow-up in a dashboard area or some other 

type of system interface. 

 

Notes: 
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CL-310 Ability to access a payer-specific medication formulary based on the 

client’s payer. 

 

Notes: 

CL-320 Ability to print a list of a client’s prescribed medications for a 

specified time frame. 

 

Notes: 

CL-330 Ability to maintain a Center inventory of medications.  

Notes: 

CL-340 Ability to prescribe medication from the Center’s inventory.  

Notes: 

CL-350 Ability to track client forms by due date with automatic alerts sent to 

appropriate staff.  Automatic alerts provide Center-defined lead times 

on a form-by-form basis for staff to complete forms on or before the 

due date.  Please describe who would be recipient of these alerts.  

Assuming that these alerts exist, please list client data forms that are 

tracked by date that wouldn’t have this capability. 

 

Notes: 

CL-360 Ability to automatically identify specific types of forms required for 

different client populations.  Please describe method of defining types 

of forms for these different client populations. 

 

Notes: 

CL-370 Ability for Center to define a hierarchical structure of Programs 

(organizational/reporting units). 

 

Notes: 

CL-380 Ability to assign clients to multiple concurrent Programs based on 

services that the clients are receiving. 

 

Notes: 

CL-390 Ability to indicate which of a client’s Program Assignments is the 

primary one. 

 

Notes: 

CL-400 System tracks complete history of client assignments to Center-

defined Programs.  Begin and end dates track clients’ membership in 

these Programs. 

 

Notes: 

CL-410 Ability to identify, at a glance, the programs where clients are being 

served.  Please describe the method for doing this. 

 

Notes: 
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CL-420 Center-defined follow-up timeframes trigger messages to staff 

regarding multiple follow-ups for different Center-defined reasons 

regarding clients’ assignment to the Program.  Center-defined follow-

up messages need to be generated for reasons other than the client 

being opened and closed in a program. 

 

Notes: 

CL-430 Ability to identify individuals that have not received a specific service 

in a specified time period. 

 

Notes: 

CL-440 Ability to map diagnosis codes to other diagnosis codes required by 

payers or funding sources for claims and/or reporting requirements. 

 

Notes: 

CL-450 Maintain a complete history of diagnosis reviews performed by staff.  

These diagnosis reviews are saved by diagnosis date and diagnosis 

time. 

 

Notes: 

CL-460 Ability to save diagnoses performed by external staff.  

Notes: 

CL-470 Allows diagnoses to be recorded using DSM-IV, ICD-9, DSM-5, and 

ICD-10 code sets. 

 

Notes: 

CL-480 Supports SNOMED code sets.  

Notes: 

CL-490 On a no-axis DSM-5 diagnosis, a “primary diagnosis” must be 

reported to the Texas Health and Human Service’s CARE system’s 

Diagnosis transaction.  System has a method to determine this primary 

diagnosis even if it’s not recorded as the first occurrence on the no-

axis DSM-5 diagnosis record. 

 

Notes: 

CL-500 Vendor provides annual ICD-10 and DSM-5 updates that can be 

automatically uploaded into system. 

 

Notes: 

CL-510 Collects details for State Facility Admissions, Absences, Discharges, 

and State-required follow-ups. 

 

Notes: 

CL-520 Collects data necessary to batch the “Follow-up Contact” transaction 

to the Texas Health and Human Service Commission’s CARE system. 

 

Notes: 

CL-530 Ability to record Medication Administration Records.  
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Notes: 

CL-540 Ability to import medication orders into Medication Administration 

Records. 

 

Notes: 

CL-545 Ability to record Injection Administration Records.  

Notes: 

CL-560 Ability to track arrival date and time of client in order to meet required 

assessment and service delivery timeframes for programs such as the 

Crisis Center. 

 

Notes: 

CL-570 Ability to record a client’s warrant status with the appropriate 

authority (ex. Police). 

 

Notes: 

CL-580 System tracks complete history of client assignments to Center-

defined residential locations for bed-day counts.  Begin and end dates 

track clients’ membership in these residential locations. 

 

Notes: 

CL-590 Center-defined follow-up timeframes trigger messages to staff 

regarding follow-ups required after the client’s discharge from the 

residential location. 

 

Notes: 

CL-600 For residential clients, documents client bed days and provides a 

means to suppress billing when these clients have temporary absences 

from these residential assignments to avoid inappropriate billing for 

the duration of the absence. 

 

Notes: 

CL-610 Ability to support the following residential bed day requirements: N/A 

Notes: 

CL-610.010 Bed board functionality showing clients in beds and status of all 

beds 

 

Notes: 

CL-610.020 Bed board functionality showing documentation of routine checks  

Notes: 

CL-610.030 Bed board functionality showing medication orders  

Notes: 

CL-610.040 Bed board functionality showing medication administration  

Notes: 



 
32 

Reference Clinical Rating 

CL-610.045 Bed board functionality showing injection administration  

Notes: 

CL-610.050 Specific data field(s) identified for recording an inventory of 

client’s possessions upon arrival. 

 

Notes: 

CL-620 Ability to create and manage stored phrases that can be used in various 

system interfaces.  These stored phrases can be managed at the Center 

level and individual staff level. 

 

Notes: 

CL-630 Ability to save and electronically sign the following types of consents: N/A 

Notes: 

CL-630.010 Release of Information  

Notes: 

CL-630.020 Medication Consent  

Notes: 

CL-630.030 Consent to Treatment  

Notes: 

CL-630.040 CFR42 Part 2 Substance Abuse Disclosure  

Notes: 

CL-640 Ability to record Medical Power of Attorney and Guardianship and 

include on Client Data Overview and Client Demographic interfaces. 

 

Notes: 

CL-650 System support for the following care coordination activities: N/A 

Notes: 

CL-650.010 Ability to record referrals to and from internal Programs and 

external entities with time-based follow-ups that automatically 

generate alerts for staff.  Please describe who would be recipient of 

these alerts. 

 

Notes: 

CL-650.020 Ability to record tasks for internal Programs and external entities 

with time-based follow-ups that automatically generate alerts for 

staff.  Please describe who would be recipient of these alerts. 

 

Notes: 

CL-650.030 Ability for the Center to define automatic referrals based on events 

recorded in the system.  For example:  If a client is identified as 

having a substance use issue, then a referral could be automatically 

generated to an internal substance use department. 
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Notes: 

CL-650.040 Collects the date and time that a Referral is closed to indicate its 

completion. 

 

Notes: 

CL-670 CANS 3-5, CANS 6-17, and ANSA assessments built in system with 

the business rules, level of care calculation, and validations defined by 

the Texas Health and Human Services Commission. 

 

Notes: 

CL-680 Provide alerts when the next section of a CANS 3-5, CANS 6-17, or 

ANSA is due based on the completion of a prior section. 

 

Notes: 

CL-690 Messaging capabilities that are linked to specific CANS 3-5, CANS 6-

17, and ANSA assessments allow for messaging between the 

provider(s) and the authorizer. 

 

Notes: 

CL-700 For clients receiving Texas Resilience and Recovery (TRR) services, 

validations in the system ensure that a TRR Discharge Assessment is 

recorded before these clients are discharged from the Center. 

 

Notes: 

CL-710 For questions on assessments, the system’s interface provides 

descriptions of the criteria that are defined for the answers to these 

questions. 

 

Notes: 

CL-720 System tracks complete history of client assignments to Center-

defined Special Populations.  Begin and end dates track clients’ 

membership in these Special Populations. 

 

Notes: 

CL-730 System tracks complete history of client assignments to a Waiting List 

for Center-defined Programs.  Begin and end dates track clients’ 

membership on these Waiting Lists. 

 

Notes: 

CL-740 In the Waiting List, ability to record a ranking of the clients’ need for 

the Program which allows for slots in the Program to be filled based 

on this need. 

 

Notes: 

CL-750 Follow-up messages can be sent to staff based on a Follow-up date 

recorded on the Waiting List record. 

 

Notes: 
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CL-760 System has validations to ensure that all episodic information is ended 

prior to discharge from the Center.  Examples of episodic information 

are Treatment Plans, Program Assignments, Waiting Lists, etc. 

 

Notes: 

CL-770 Collects and tracks history of clients’ Vital Signs information.  

Notes: 

CL-780 Vital Signs collected include the following: N/A 

Notes: 

CL-780.010 First Sitting or Standing blood pressure  

Notes: 

CL-780.020 Second Sitting or Standing blood pressure  

Notes: 

CL-780.030 Official Blood Pressure Reading (user indicates whether to use the 

First or Second Sitting or Standing blood pressure reading as the 

“official” one). 

 

Notes: 

CL-780.040 Height  

Notes: 

CL-780.050 Weight  

Notes: 

CL-780.060 Temperature  

Notes: 

CL-780.070 Pulse Rate  

Notes: 

CL-780.080 Respiration  

Notes: 

CL-780.090 Glucose Level  

Notes: 

CL-780.100 Adult BMI  

Notes: 

CL-780.110 Computes Adult BMI Indicator which describes whether BMI is 

abnormal. 

 

Notes: 

CL-780.120 Child BMI  
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Notes: 

CL-780.130 Computes Child BMI Indicator which describes whether BMI is 

abnormal. 

 

Notes: 

CL-790 Single interface exists in system that indicates a client’s status in the 

service delivery process (ex. Intake process, crisis stabilization, 

ongoing service delivery, etc.).  Please provide a brief description of 

this interface. 

 

Notes: 

CL-800 Incident reporting module exists that allows staff to report incidents 

such as illness, behaviors, accidents, and medication errors. 

 

Notes: 

CL-810 When viewing a client’s information in the system, there is a “forms 

due” interface that notifies the user that the following types of forms 

are due: 

N/A 

Notes: 

CL-810.010 Demographic data updates  

Notes: 

CL-810.020 Financial Assessment (including payer updates)  

Notes: 

CL-810.030 Insurance authorizations  

Notes: 

CL-810.040 Treatment Plans  

Notes: 

CL-810.050 Assessments  

Notes: 

CL-810.060 Release of Information  

Notes: 

CL-810.070 Medication Consents  

Notes: 

CL-810.080 Consent to Treat  

Notes: 

CL-810.090 Proof of residency  

Notes: 

CL-810.100 Guardianship Paperwork  
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Notes: 

CL-810.110 Please list any other types of “due forms” that this interface lists. N/A 

Notes: 

CL-820 Forms Tracker – For forms that the Center doesn’t want to record 

specific data in the system, ability to create Center-defined Form 

Types with accompanying frequencies.  Collects when the Form is 

completed and generates alerts when a Form becomes due.  For each 

Form Type, lead times can be recorded to provide a Center-defined 

amount of time for staff to complete the Form. 

 

Notes: 

CL-830 Ability to track and report on Patient Assistance Program efforts in 

acquiring free or low cost medications from pharmaceutical 

companies. 

 

Notes: 

Treatment Plan 

 

Reference Treatment Plan Rating 

TP-010 Ability for Center to build custom treatment plan formats utilizing 

differing terminologies, differing fields, differing review periods, and 

differing numbers of hierarchical levels for different program areas 

within the Center. 

 

Notes: 

TP-020 Ability to enter free-form text into treatment plans to allow for client 

developed (in their own words) content. 

 

Notes: 

TP-030 Behavioral Health Person Centered Recovery Plan pre-defined and 

provided with system. 

 

Notes: 

TP-040 Ability to record an IDD Person-Directed Plan (PDP) (see Form 

Samples section) and track that it is created/updated annually.  

Automatic alerts provide Center-defined lead times to complete this 

IDD Person-Directed Plan on or before the due date. 

 

Notes: 

TP-050 Ability to track, through progress notes, progress toward the 

Outcomes defined in the PDP for each individual client.  Please 

describe how the Outcomes tracked through progress notes would be 

linked to the PDP. 

 

Notes: 
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TP-060 IDD Person-Directed Plan prints in a format that mimics the layout of 

the form included in the Form Samples section. 

 

Notes: 

TP-070 Ability to record an IDD HCS/CFC Individual Plan of Care (see Form 

Samples section) which would contain units and dollars assigned by 

service.  Track, through dashboards and reports, utilization of both the 

units and dollars for each service by individual client.  This is a subset 

population of clients, only waiver clients would need this function. 

 

Notes: 

TP-080 Ability to track that the IDD HCS/CFC Individual Plan of Care is 

created/updated annually.  Automatic alerts provide Center-defined 

lead times to complete this IDD HCS/CFC Individual Plan of Care on 

or before the due date. 

 

Notes: 

TP-084 Ability to record an IDD TxHmL/CFC Individual Plan of Care (see 

Form Samples section) which would contain units and dollars 

assigned by service.  Track, through dashboards and reports, 

utilization of both the units and dollars for each service by individual 

client.  This is a subset population of clients, only waiver clients 

would need this function. 

 

Notes: 

TP-087 Ability to track that the IDD TxHmL/CFC Individual Plan of Care is 

created/updated annually.  Automatic alerts provide Center-defined 

lead times to complete this IDD TxHmL/CFC Individual Plan of Care 

on or before the due date. 

 

Notes: 

TP-090 Ability to record an IDD Implementation Plan (see Form Samples 

section) which would show strategies by the provider agency to meet 

outcomes associated with the PDP for each individual client. It would 

also contain units and dollars assigned by service. This would be 

applicable for HCS, TxHmL, PASSR, and GR (General Revenue) 

clients. 

 

Notes: 

TP-100 Ability to track that the IDD Implementation Plan is created/updated 

annually based on the date of the IDD HCS/TxHmL Individual Plan of 

Care or the date of the IDD TxHmL/CFC Individual Plan of Care.  

Automatic alerts provide Center-defined lead times to complete this 

IDD Implementation Plan on or before the due date. 

 

Notes: 
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TP-120 Ability to record an IDD Comprehensive Nursing Assessment (see 

Form Samples section) and track that it is created annually based on 

the date of the IDD HCS/CFC Individual Plan of Care or the date of 

the IDD TxHmL/CFC Individual Plan of Care.  Automatic alerts 

provide Center-defined lead times to complete this IDD 

Comprehensive Nursing Assessment on or before the due date. 

 

Notes: 

TP-160 Complete history of Treatment Plan reviews is tracked by system.  

These reviews track the date of the review, client participants, and 

staff participants. 

 

Notes: 

TP-170 Licensed Professional of Healing Arts (LPHA) signature is tracked 

when required on Treatment Plan reviews. 

 

Notes: 

TP-180 Physician signature is tracked when required on Treatment Plan 

reviews. 

 

Notes: 

TP-190 Center-defined staff types can be created that are required to sign 

Treatment Plans. 

 

Notes: 

TP-200 Client and/or family signatures are tracked on Treatment Plan reviews.  

Notes: 

TP-210 System provides tools so that services to be delivered under a Texas 

Resilience and Recovery (TRR) level of care can be imported into the 

Behavioral Health Person Centered Recovery Plan.  Please describe 

these tools. 

 

Notes: 

TP-220 System provides tools so that issues identified in assessments can be 

imported into Treatment Plans.  Please describe these tools. 

 

Notes: 

TP-230 Linkages exist between assessments and Treatment Plans to identify 

the specific assessment from which issues were imported into the 

Treatment Plan. 

 

Notes: 

Service Data Collection 

 

Reference Service Data Collection Rating 

SV-010 Ability for Center to define progress note templates that display based 

on the service being delivered.  These progress note templates collect 
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details specific to the type of service being delivered that are in 

addition to the “billing strip” details (date, start time, stop time, 

service, service modality, staff providing service, etc.). 

Notes: 

SV-020 Ability for Center-defined progress note templates to have validations 

such as required/optional, picklists, presence of specific terms or 

phrases, and allowable ranges. 

 

Notes: 

SV-030 Ability to designate fields on Center-defined progress note templates 

that will default data from the same field on the most recent entered 

template that is the same type for the same client. 

 

Notes: 

SV-040 Ability for Center-defined progress note templates to have a validation 

that text fields have a minimum number of words. 

 

Notes: 

SV-050 Ability for Center-defined progress note templates to print as part of 

printing the service record. 

 

Notes: 

SV-060 Ability to automatically push diagnosis fields from E&M progress 

notes to the Diagnosis Form. 

 

Notes: 

SV-070 Ability to automatically push medications from E&M progress notes 

to the ePrescribing module. 

 

Notes: 

SV-080 Service collection module for individual services based on a start and 

stop time between a client and a staff person. 

 

Notes: 

SV-090 Service collection module for ancillary services that are non-time-

based such as rent, injection administration, medications, etc. 

 

Notes: 

SV-100 Service collection module for group services for more than one client 

being provided time-based services by one or more staff.  Staff time 

and client time are recorded separately to ensure that no duplication 

occurs. 

 

Notes: 

SV-110 For individual or group services that require a supervisory or ordering 

provider, this provider can be collected on the service screen. 

 

Notes: 

SV-120 For individual or group services that require a referring provider, this 

provider can be collected on the service screen. 
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Notes: 

SV-130 Services can be linked to specific treatment plan interventions that are 

being addressed in the service.  These links are stored along with the 

service. 

 

Notes: 

SV-140 The diagnosis that is being primarily addressed by the service is 

collected on the service screen. 

 

Notes: 

SV-150 Services that have had claims generated for them can’t have fields that 

were used to generate the claim modified. 

 

Notes: 

SV-160 Based on a user’s security, progress notes can be changed for services 

that have had claims generated for them. 

 

Notes: 

SV-170 Services that have had claims generated for them can’t be deleted.  

Notes: 

SV-175 Services can be entered in any program for a client without this client 

having to be assigned to any programs. 

 

Notes: 

SV-180 Services can be mapped to HHSC Service Encounter Services based 

on the following fields: 

N/A 

Notes: 

SV-180.010 Client Type (child or adult)  

Notes: 

SV-180.020 Program where service is delivered  

Notes: 

SV-180.030 Staff credential of staff providing service  

Notes: 

SV-180.040 Setting where service is provided (ex. office, home, other, external 

health facility, etc.) 

 

Notes: 

SV-180.050 Recipient of service (ex. Client, client and collateral, collateral 

only, etc.) 

 

Notes: 

SV-180.060 Appointment Code for service (ex. Scheduled, non-scheduled, 

client cancel, staff cancel, etc.) 

 

Notes: 
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SV-180.070 Mode of service (ex. Face-to-face, phone, telehealth, etc.)  

Notes: 

SV-180.080 Crisis indicator of service  

Notes: 

SV-185 There is a “user-friendly interface” built into the system that allows 

non-technical users to enter the mapping of the Center’s services to 

the HHSC Service Encounter Services based on fields identified in 

SV-180.010 through SV-180.080. 

 

Notes: 

SV-190 Telehealth is an option for mode of service delivery without having to 

create separate service codes to indicate this mode of service for 

billing or other purposes. 

 

Notes: 

SV-200 Ability to correctly suggest the proper evaluation and management (E 

& M) service codes for services based on entry of E&M required 

information. 

 

Notes: 

SV-210 Services that are provided in settings away from the Center’s 

offices/clinics have location information recorded that maps to Texas 

Health and Human Services Commission defined location codes. 

 

Notes: 

SV-220 The following fields are collected in service modules: N/A 

Notes: 

SV-220.010 Setting (ex. Office, home, other, external health facility, etc.)  

Notes: 

SV-220.020 Recipient (ex. Client, client and collateral, collateral only, etc.)  

Notes: 

SV-220.030 Appointment (ex. Scheduled, Non-scheduled, Client Cancel, Staff 

Cancel, etc.) 

 

Notes: 

SV-220.040 Mode (ex. Face-to-face, Phone, Telehealth, etc.)  

Notes: 

SV-220.050 Crisis Indicator  

Notes: 

SV-220.060 COPSD indicator  

Notes: 
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SV-230 Ability to control the entry of service codes that can be entered in 

service screens based on any combination of the following criteria: 

N/A 

Notes: 

SV-230-010 Program  

Notes: 

SV-230-020 Staff Credential  

Notes: 

SV-230-030 Setting (ex. Office, home, other, external health facility, etc.)  

Notes: 

SV-230-040 Recipient (ex. Client, client and collateral, collateral only, etc.)  

Notes: 

SV-230-050 Appointment Code (ex. Scheduled, Non-scheduled, Client Cancel, 

Staff Cancel, etc.) 

 

Notes: 

SV-230-060 Mode (ex. Face-to-face, Phone, Telehealth, etc.)  

Notes: 

SV-230-070 Crisis Indicator  

Notes: 

SV-240 Validations can be activated to warn the user of the following when a 

service is entered: 

N/A 

Notes: 

SV-240.010 Service needs a payer authorization and an authorization doesn’t 

exist 

 

Notes: 

SV-240.020 Service must show on an active Treatment Plan  

Notes: 

SV-240.030 None of the client’s payers will pay for the service  

Notes: 

SV-240.040 Client’s age is not within certain limits defined for the specific 

service 

 

Notes: 

SV-240.050 Service duration must be longer than a Center-defined minimum  

Notes: 

SV-240.060 Service duration cannot exceed 12 hours  

Notes: 
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SV-240.070 For client time, certain services can be defined that can overlap 

with a defined set of other services.  A warning message is 

provided if an overlap occurs. 

 

Notes: 

SV-240.080 For client time, certain services can be defined that can’t overlap 

with any other service.  A warning message is provided if an 

overlap occurs. 

 

Notes: 

SV-240.090 For client time, certain services can be defined that can overlap 

with any other service. 

 

Notes: 

SV-240.100 For staff time, a service can’t overlap with any other service.  A 

warning message is provided if an overlap occurs. 

 

Notes: 

Billing 

 

Reference Billing Rating 

BL-010 Ability to collect payments and copays from the client at the point of 

service and provide a receipt to the client. 

 

Notes: 

BL-020 Ability to print a client statement that shows a client's billed services, 

payments, and adjustments applied towards those services and any 

unapplied payments.  The statement includes Payer related 

transactions as well as Client related transactions. 

 

Notes: 

BL-030 Ability to customize the appearance of client statements.  

Notes: 

BL-040 Ability to print a standard HCFA claim form that includes a provider's 

Medicaid TPI as well as the provider's NPI. 

 

Notes: 

BL-050 Ability to define “Usual and Customary” charges that serve as the 

Centers “standard charges” for its services. 

 

Notes: 

BL-060 Ability to vary charges for services based on any combination of the 

following criteria: 

N/A 

Notes: 

BL-060.010 Payer  

Notes: 
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BL-060.020 Service Code  

Notes: 

BL-060.030 Program  

Notes: 

BL-060.040 Staff Credential  

Notes: 

BL-060.050 Setting (ex. Office, home, other, external health facility, etc.)  

Notes: 

BL-060.060 Recipient (ex. Client, client and collateral, collateral only, etc.)  

Notes: 

BL-060.070 Appointment Code (ex. Scheduled, Non-scheduled, Client Cancel, 

Staff Cancel, etc.) 

 

Notes: 

BL-060.080 Mode (ex. Face-to-face, Phone, Telehealth, etc.)  

Notes: 

BL-060.090 Crisis Indicator  

Notes: 

BL-070 Ability to vary procedure, modifier, and place of service codes for 

services based on any combination of the following criteria: 

N/A 

Notes: 

BL-070.010 Payer  

Notes: 

BL-070.020 Service Code  

Notes: 

BL-070.030 Program  

Notes: 

BL-070.040 Staff Credential  

Notes: 

BL-070.050 Setting (ex. Office, home, other, external health facility, etc.)  

Notes: 

BL-070.060 Recipient (ex. Client, client and collateral, collateral only, etc.)  

Notes: 

BL-070.070 Appointment Code (ex. Scheduled, Non-scheduled, Client Cancel, 

Staff Cancel, etc.) 
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Notes: 

BL-070.080 Mode (ex. Face-to-face, Phone, Telehealth, etc.)  

Notes: 

BL-070.090 Crisis Indicator  

Notes: 

BL-080 Ability to vary payer-specific procedure codes, modifiers, and place of 

service codes based on the calculated number of units for the service 

to be billed. 

 

Notes: 

BL-090 When performing third party payer billing, confirm that a client has a 

Financial Assessment that is dated on or before a service date.  

Exceptions to this are reported to billing staff. 

 

Notes: 

BL-100 Prior to billing a payer for a service, confirm that the client has an 

Assignment of Benefits on file that is dated on or before the service 

date.  Exceptions to this are reported to billing staff. 

 

Notes: 

BL-110 If there are no active payers for a client for a given service date, this 

exception is reported to billing staff. 

 

Notes: 

BL-130 For specific psychotherapy claims, provide the appropriate 30 minute, 

45 minute or 60 minute procedure code based on the duration of the 

service without having to enter different service codes for the different 

durations.  When entering the service, staff would simply select the 

psychotherapy service and then based on the duration, the appropriate 

procedure code would be sent on the claim. 

 

Notes: 

BL-140 If a payer is active for a given service date, but the service 

code/program/staff credential/setting/recipient/appointment 

code/mode/crisis indicator isn’t defined for the payer for the given 

service, this exception is reported to billing staff. 

 

Notes: 

BL-150 Ability to bill for a no-show where the date, planned service 

description, and an indicator of a no-show fee are reflected in the 

charge. 

 

Notes: 

BL-160 Ability to bill a fixed amount based on an event or procedure.  

Notes: 
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BL-170 Ability to bill based on per diems.  

Notes: 

BL-180 Ability to bill based on a monthly case rate (i.e., value based 

payment). 

 

Notes: 

BL-190 Ability to bill based on a computed number of units that are computed 

based on the duration of a service. 

 

Notes: 

BL-200 For computing units to be billed to a specific payer for a specific 

service, support the following rounding methods: 

N/A 

Notes: 

BL-200.010 Round Up - A minute over the defined minutes per unit round up 

to the next unit 

 

Notes: 

BL-200.020 Round Down - Units round down to the nearest unit  

Notes: 

BL-200.030 No rounding - no rounding, fractions of a unit are recorded  

Notes: 

BL-200.040 Half Up - Round up to the nearest unit when at least half-way 

between units; otherwise round down 

 

Notes: 

BL-200.050 Half Down - Round down to the nearest unit up through the half-

way point between units; otherwise round up 

 

Notes: 

BL-210 Collect and post information to client’s financial assessment screen(s) 

from the magnetic strip of insurance and benefit cards. 

 

Notes: 

BL-220 For families in which multiple family members are being served, these 

multiple family members are linked together so that Financial 

Assessment information is recorded for the family rather than each 

separate family member. 

 

Notes: 

BL-230 A billing alias with different demographic information can be 

recorded for a client to match a payer’s demographic information 

when required by the payer. 

 

Notes: 
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BL-240 Payer assigned to clients can be flagged as a Contractor, Local Funds 

Payer, and OBRA so that these fields can be used to determine the 

First Billed Payer in the HHSC Service Encounter Extract. 

 

Notes: 

BL-250 Referring provider details can be recorded for clients so that these 

details can be reported to payers in claims. 

 

Notes: 

BL-260 For payers that are linked to clients, system provides automated 

assistance in ordering payers in the order in which they should be 

billed (ex. Medicare should be billed before Medicaid). 

 

Notes: 

BL-270 Ability to do an overall “hold” for billings for a specific staff person 

for reasons other than credential verification (credentialing 

verification requirement listed in next requirement).  Removing the 

“hold” from the staff person enables any services that were held 

during the duration of the staff person’s “billing hold” to be 

subsequently billed. 

 

Notes: 

BL-280 Collect clinician credentials and privilege dates and don’t bill for 

services that require a credential that isn’t active.  Billing exceptions 

caused by inactive credentials are reported to billing staff. 

 

Notes: 

BL-280.010 Collect the unique combination of credentials that different staff may 

have at any point in time. 

 

Notes: 

BL-290 Collect payer specific identifiers (e.g., benefit codes) for clinicians 

that are included in claims based on payer requirements. 

 

Notes: 

BL-300 Allow for authorizations that control whether services can be billed 

based on the following methods: 

N/A 

Notes: 

BL-300.010 Specific Center service codes  

Notes: 

BL-300.020 Service classes composed of multiple Center service codes  

Notes: 

BL-300.030 Center service codes and durations based on Texas Resilience and 

Recovery (TRR) levels of care that are automatically sent to the 

authorization module 

 

Notes: 
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BL-300.040 Center service codes and durations defined on Treatment Plans 

that are automatically sent to the authorization module 

 

Notes: 

BL-300.050 Payer procedure codes  

Notes: 

BL-310 Allow for authorizations to be defined based on the following 

methods: 

N/A 

Notes: 

BL-310.010 Number of procedures  

Notes: 

BL-310.020 Number of per diems  

Notes: 

BL-310.030 Number of units  

Notes: 

BL-310.040 Monthly case rate  

Notes: 

BL-310.050 Date range  

Notes: 

BL-310.060 Dollar amounts  

Notes: 

BL-320 Ability to define payer classes that contain more than one payer to 

simplify authorizations for groups of planned services that will be 

billed to these multiple payers.  For example, a group of planned 

services that result from a Texas Resilience and Recovery (TRR) 

Level of Care may be billed to different payers that can be grouped 

into a payer class. 

 

Notes: 

BL-330 Authorization requests to the payer and grants from the payer are 

tracked separately to preserve the specific set of services requested by 

the Center and those that are actually granted by the payer. 

 

Notes: 

BL-335 Ability to print an authorization request that is made to a payer for a 

set of services for a specific client. 

 

Notes: 

BL-340 An “on demand” overview is available to the user which shows 

remaining services for a given authorization. 

 

Notes: 



 
49 

Reference Billing Rating 

BL-350 Single online interface in the system that provides a client’s financial 

overview that includes payers, copays paid, insurance payments for 

specific charges, client payments, pending insurance charges, pending 

client payments, and overall balance. 

 

Notes: 

BL-360 Ability to bill for staff time divided proportionally between recipients 

of the service.  HCS Transportation is an example of this type of 

billing. 

 

Notes: 

BL-370 Ability to activate payer-specific billing validations based on the 

following criteria: 

N/A 

Notes: 

BL-370.010 Allowable service codes that can be billed.  Exceptions are 

reported to billing staff. 

 

Notes: 

BL-370.020 Allowable Programs where billed service can be provided.  

Exceptions are reported to billing staff. 

 

Notes: 

BL-370.030 Allowable Staff Credentials for specific services.  Exceptions are 

reported to billing staff. 

 

Notes: 

BL-370.040 Allowable Settings (ex. Office, home, other, external health 

facility, etc.) where billed service can be provided.  Exceptions are 

reported to billing staff. 

 

Notes: 

BL-370.050 Allowable Recipients (ex. Client, client and collateral, collateral 

only, etc.) who received the service to be billed.  Exceptions are 

reported to billing staff. 

 

Notes: 

BL-370.060 Allowable Appointment Codes (ex. Scheduled, Non-scheduled, 

Client Cancel, Staff Cancel, etc.) for the service to be billed.  

Exceptions are reported to billing staff. 

 

Notes: 

BL-370.070 Allowable Modes (ex. Face-to-face, Phone, Telehealth, etc.) for 

the service to be billed.  Exceptions are reported to billing staff. 

 

Notes: 

BL-370.080 Allowable Crisis Indicators for the service to be billed.  Exceptions 

are reported to billing staff. 

 

Notes: 
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BL-370.090 For the purpose of Medicaid Rehab and Service Coordination, 

ability to confirm that a service doesn’t exceed the number of daily 

and/or monthly maximum units before billing.  Exceptions are 

reported to billing staff. 

 

Notes: 

BL-370.100 For the purpose of billing Medicaid and Medicaid Managed Care 

Organizations, ability to confirm that Rehab and Service 

Coordination service dates fall within the client’s Texas Resilience 

and Recovery (TRR) Assessment Authorization Period.  

Exceptions are reported to billing staff. 

 

Notes: 

BL-370.110 For the purpose of billing CCP Medicaid, confirm that the 

service’s selected diagnosis code’s Diagnostic Group is a “physical 

diagnosis”.  Exceptions to this are reported to billing staff. 

 

Notes: 

BL-370.130 For Medicaid Rehab, MH Service Coordination, and IDD Service 

Coordination, ability to confirm that the service’s selected 

diagnosis is a member of the appropriate Diagnosis Group and the 

diagnosis is dated within the Medicaid-required number of days of 

the service before generating the claim for the service.  Exceptions 

are reported to billing staff. 

 

Notes: 

BL-370.140 For the purpose of billing IDD Service Coordination, confirm that 

a Type A service has been billed for a given client before billing 

Type B services within each month.  Exceptions are reported to 

billing staff. 

 

Notes: 

BL-370.150 For the purpose of billing IDD Service Coordination, confirm that 

the number of Type B services that are billed don’t exceed the 

Center-wide allowed amount that is computed based on the 

number of Type A services that have been billed.  Exceptions are 

reported to billing staff. 

 

Notes: 

BL-370.160 Allow a maximum and minimum number of units to be defined for 

specific services.  Any services that don’t fall within these ranges 

are reported to billing staff. 

 

Notes: 

BL-370.170 Allow a minimum number of minutes to be defined for specific 

services.  Any services that have a duration less than these 

minimum minutes are reported to billing staff. 

 

Notes: 
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BL-370.180 Allow for a requirement to be defined for specific services that a 

diagnosis selected for the given service is dated on or before the 

service date.  Exceptions are reported to billing staff. 

 

Notes: 

BL-370.190 Allow for a requirement to be defined for specific services that 

specific “client data” forms in the system must be dated within a 

certain number of days of the service date.  Exceptions to this 

requirement are reported to billing staff. 

 

Notes: 

BL-370.200 Allow for a requirement to be defined for specific services that the 

service must be identified in an active treatment plan for the 

service to be billed.  Exceptions to this are reported to billing staff. 

 

Notes: 

BL-370.210 When testing for the billing requirement that a service must be 

identified in an active treatment plan, allow for an alternate service 

code to be mapped to a given service code.  This alternate service 

code allows for summarized service codes to be included in the 

treatment plan that can represent multiple different service codes. 

 

Notes: 

BL-370.220 Allow for a requirement to be defined for specific services that the 

service must be identified in an active treatment plan for the 

service to be billed and the treatment plan has to be signed by a 

Licensed Professional of the Healing Arts (LPHA).  Exceptions to 

this are reported to billing staff. 

 

Notes: 

BL-370.230 Allow for a requirement to be defined for specific services that the 

service must be identified in an active treatment plan for the 

service to be billed and the treatment plan has to be signed by a 

Physician.  Exceptions to this are reported to billing staff. 

 

Notes: 

BL-370.240 Allow for a requirement to be defined for a payer for specific 

services that these specific services must covered under an active 

authorization to be billed.  Exceptions to this are reported to billing 

staff. 

 

Notes: 

BL-370.250 Allow for a requirement to be defined at the payer level that all 

services must be covered under an active authorization to be billed.  

Exceptions to this are reported to billing staff. 

 

Notes: 
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BL-370.260 Allow for a requirement to be defined for specific services that the 

staff person providing the service has an NPI recorded for the 

given payer if the service isn’t billed under the Center’s group NPI 

number.  Exceptions to this are reported to billing staff. 

 

Notes: 

BL-380 For services that aren’t able to bill to one or more payers for a client, 

all reasons that the service couldn’t bill to the one or many payers are 

reported to billing staff so they have an opportunity to make necessary 

corrections for all payer issues and re-bill the service. 

 

Notes: 

BL-390 Ability to include National Drug Code Information on claims when 

billing for medications such as Prolixin and Haldol. 

 

Notes: 

BL-400 Ability to review and edit claims prior to transmitting the claims.  

Please describe available process to reconcile edited claim with the 

service record that generated the claim. 

 

Notes: 

BL-410 Ability to monitor authorized levels of care generated from Texas 

Resilience and Recovery (TRR) assessments and generate a Texas 

Standard Prior Authorization Request Form for Healthcare (SRF) that 

is automatically sent to a client’s payer.  

 

Notes: 

BL-420 Ability to monitor Texas Standard Prior Authorization Request Forms 

(SRFs) that have been sent to a client’s payer based on a TRR 

assessment to indicate when a response to the SRF has been received 

from the client’s payer.  

 

Notes: 

BL-430 Ability to generate group requests of clients’ insurance eligibility from 

the Texas Medicaid Healthcare Partnership using ANSI 270/271 

transactions.  Please respond here to indicate whether this capability 

exists and then respond to the following three requirements for how 

the group request can be defined.  

 

Notes: 

BL-430.010 Ability for the ANSI 270/271 group request of clients’ insurance 

eligibility to be generated based on clients receiving services 

within a Center-defined timeframe. 

 

Notes: 

BL-430.020 Ability for the ANSI 270/271 group request of clients’ insurance 

eligibility to be generated based on clients with upcoming 

appointments scheduled within a Center-defined timeframe. 

 

Notes: 
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BL-430.030 Ability for the ANSI 270/271 group request of clients’ insurance 

eligibility to be generated based on a free standing list of clients 

that is imported into the request. 

 

Notes: 

BL-440 Ability to send an appeal from within the system when an 

authorization provided by a payer doesn’t match the request.  The 

original authorization can be resent with additional information added 

to support the appeal.  Please describe how this appeal is sent to the 

payer. 

 

Notes: 

BL-450 The system automatically posts payments based on 835 ANSI 

payment files. 

 

Notes: 

BL-452 The system automatically posts denials that may be contained in 835 

ANSI payment files. 

 

Notes: 

BL-455 The system automatically posts adjustments that may be contained in 

835 ANSI payment files. 

 

Notes: 

BL-457 The system automatically posts recoupments that may be contained in 

835 ANSI payment files. 

 

Notes: 

BL-460 Automatically drop charges from one of a client’s payers to another 

after a payment or denial is received. 

 

Notes: 

BL-470 Account for Medicare automatically crossing claims to Medicaid so 

that a receivable is generated for Medicaid without a claim being 

generated. 

 

Notes: 

BL-480 ANSI Validation Report:  This report, which is used prior to creating 

an ASC X12 837 batch, is used to identify claims that will have 

missing claim information so that denials or rejections based on 

missing information can be prevented. The types of missing 

information that get flagged are claims with no diagnosis code, clients 

who do not have an address on file, financial assessments that haven't 

been saved as complete, and/or Medicare claims where Medicare is 

the secondary payer and there is no Insurance Type Code on file 

indicating the reason for Medicare not being billed as the primary 

payer (e.g., working aged beneficiary or spouse with employer group 

health plan, etc.).  If these specific validations are handled through 

another method please describe how. 
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Notes: 

BL-485 Ability to put any claims with problems identified through BL-480 on 

hold while claims without problems identified can be formatted into 

837p and/or 837i claim formats and sent to payers.  The purpose of the 

hold on the claims with problems is to provide time to research and 

correct the problems without having to hold up other claims. 

 

Notes: 

BL-490 The system generates 837p and 837i ANSI electronic claim file 

formats. 

 

Notes: 

BL-520 Ability to reverse prior billing and accounts receivable transactions for 

a claim so that it can be re-generated for reasons such as retroactive 

payer eligibility, correction to service, etc. 

 

Notes: 

BL-530 Ability to interface with the Claim.MD claims clearinghouse for 

sending electronic claims and receiving electronic payment 

transactions via 835 files. 

 

Notes: 

BL-540 Alerts staff to conduct financial reviews for clients based on 

frequencies defined by funding sources.  Please describe who would 

receive these alerts. 

 

Notes: 

BL-550 Alerts staff for tasks necessary and related to billing and collections.  

Please provide a description of the alerts that are available. 

 

Notes: 

BL-560 Interfaces with the Center’s financial system for the following types of 

transactions (interface can be through exported journal entries): 

N/A 

Notes: 

BL-560.010 Revenue  

Notes: 

BL-560.020 Cash Received  

Notes: 

BL-560.030 Accounts Receivable  

Notes: 

BL-560.040 Usual and Customary Adjustment  

Notes: 

BL-560.050 Contractual Adjustment  
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Notes: 

BL-570 Based on accounts set up for a specific payer, billing activity is posted 

to these accounts with the programs where the billed services were 

provided. 

 

Notes: 

BL-580 In addition to automatic posting of ANSI 835 files, payments can be 

posted by hand to specific service lines on claims. 

 

Notes: 

BL-590 Ability to map Center-defined reason codes to nationally defined ones 

that are returned in ANSI 835 payment files. 

 

Notes: 

BL-600 Ability to generate and send claims to the Texas Medicaid Healthcare 

Partnership for Intermediate Care Facility (ICF) services. 

 

Notes: 

BL-610 Community Charges Rule Requirements –  for a client or family in 

which multiple family members are clients, the “Maximum Monthly 

Fee (MMF)” is a flat amount that is billed to the client or family once 

the billing of services to the client’s or family’s payers has been 

exhausted.  The MMF is calculated based on a table from the Texas 

Health and Human Services Commission.  The flat amount is 

computed by the individual client or the client’s family’s adjusted 

annual income and family size.  The following are Community 

Charges Rule Requirements: 

N/A 

Notes: 

BL-610.010 Ability to automatically determine the MMF based on the adjusted 

annual income and family size for either a client or a family in 

which multiple family members are clients. 

 

Notes: 

BL-610.020 For clients who have no 3
rd

 party insurance, have the automated 

ability to reduce the sum of a client’s charge amounts for services 

that occur within the same calendar month to the client’s 

“Maximum Monthly Fee” (MMF).  For example, if the client’s 

MMF is $50, the client should be charged no more than $50 for all 

services which occur in the same calendar month. 

 

Notes: 
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BL-610.030 For families in which multiple family members are being served 

and the family has no 3
rd

 party insurance, have the automated 

ability to reduce the sum of family members’ charge amounts for 

services that occur within the same calendar month to the family’s 

“Maximum Monthly Fee” (MMF).  For example, if the family’s 

MMF is $50, the family as a whole should be charged no more 

than $50 for all services (for all family members) which occur in 

the same calendar month.  Note:  this is the same requirement as 

the immediately preceding requirement except that this 

requirement applies to multiple family members being served 

within a given month rather than a single client from a family. 

 

Notes: 

BL-610.040 For clients who have Medicare coverage, have the automated 

ability to reduce the sum of a client’s copays, coinsurance, 

amounts not paid due to deductible not being met, and non-

covered charge amounts for services that occur within the same 

calendar month to the client’s “Maximum Monthly Fee” (MMF). 

 

Notes: 

BL-610.050 For families in which multiple family members are being served 

and the family has Medicare coverage, have the automated ability 

to reduce the sum of a family members’ copays, coinsurance, 

amounts not paid due to deductible not being met, and non-

covered charge amounts for services that occur within the same 

calendar month to the family’s “Maximum Monthly Fee” (MMF).  

Note:  this is the same requirement as the immediately preceding 

requirement except that this requirement applies to multiple family 

members being served within a given month rather than a single 

client from a family. 

 

Notes: 

BL-610.060 For clients who have Non-Medicare coverage (i.e., commercial 

insurance), have the automated ability to bill the client for all cost-

sharing (copays, coinsurance, amounts not paid due to deductible 

not being met) for covered services, regardless of the client’s 

“Maximum Monthly Fee” (MMF). 

 

Notes: 
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BL-610.070 For families in which multiple family members are being served 

and the family has Non-Medicare coverage (i.e., commercial 

insurance), have the automated ability to bill the family for cost-

sharing for all family members’ services (copays, coinsurance, 

amounts not paid due to deductible not being met) for covered 

services, regardless of the family’s “Maximum Monthly Fee” 

(MMF).  Note:  this is the same requirement as the immediately 

preceding requirement except that this requirement applies to 

multiple family members being served within a given month rather 

than a single client from a family. 

 

Notes: 

BL-610.080 For clients who have Non-Medicare coverage (i.e., commercial 

insurance), have the automated ability to reduce the charge 

amounts on non-covered services that occur within the same 

calendar month when the sum of the client’s covered services’ 

cost-sharing (for the same calendar month as the non-covered 

services) is less than the client’s MMF, but the sum of the covered 

services’ cost-sharing and the non-covered services exceeds the 

client’s MMF.  In this case, the sum of the covered services’ cost-

sharing and non-covered services should be reduced to the client’s 

MMF. 

 

Notes: 

BL-610.090 For families in which multiple family members are being served 

and the family has Non-Medicare coverage (i.e., commercial 

insurance), have the automated ability to reduce the charge 

amounts on non-covered services (for all family members) that 

occur within the same calendar month when the sum of the 

family’s covered services’ cost-sharing (for the same calendar 

month as the non-covered services) is less than the family’s MMF, 

but the sum of the covered services’ cost-sharing and the non-

covered services exceeds the family’s MMF.  In this case, the sum 

of the covered services’ cost-sharing and non-covered services (for 

all family members) should be reduced to the family’s MMF.  

Note:  this is the same requirement as the immediately preceding 

requirement except that this requirement applies to multiple family 

members being served within a given month rather than a single 

client from a family. 

 

Notes: 

BL-610.100 For clients who have Non-Medicare coverage (i.e., commercial 

insurance) and who have reached their annual covered services’ 

cost-sharing limit (i.e., maximum out-of-pocket), have the 

automated ability to prevent any further cost-sharing on covered 

services from being billed to the client during the calendar year in 

which the cost-sharing limit was reached. 
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Notes: 

BL-610.110 For families in which multiple family members are being served 

and the family has Non-Medicare coverage (i.e., commercial 

insurance) and who have reached their annual covered services’ 

cost-sharing limit (i.e., maximum out-of-pocket), have the 

automated ability to prevent any further cost-sharing on covered 

services (for all family members) from being billed to the family 

during the calendar year in which the cost-sharing limit was 

reached.  Note:  this is the same requirement as the immediately 

preceding requirement except that this requirement applies to 

multiple family members being served within a given month rather 

than a single client from a family. 

 

Notes: 

BL-610.120 For individual clients and families in which multiple family members 

are being served, capability to record specific date ranges during 

which temporary adjustments to the MMF amount are implemented.  

The amount of the adjustment and the reason for the adjustment 

should be tracked. 

 

Notes: 

Reporting 

 

Reference Reporting Rating 

RP-010 Center has ability to create custom reports with full access to all data 

contained in system.  Please answer the following questions: 

 Is reporting access to production tables or a copy of production 

tables? 

 If access is to a copy of production tables, desired frequency of 

data updates is six hours or less.  If access is to a copy of 

production tables, please list how frequently the data is 

updated. 

 Please describe tools provided or recommended for developing 

these reports. 

 

Notes: 

RP-013 Ability to create form letters that can contain data from the system’s 

tables that is merged with text strings to create letters.  Mail merge 

functionality allows one letter template to create multiple letters to a 

set of clients that meet certain parameters. 

 

Notes: 

RP-020 For Center-developed reports, ability to create report parameter 

screens that enforce the user-level security access to client information 

that is defined in the system.  Please describe how Center-developed 

reports would be incorporated into the system’s user interface. 
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Notes: 

RP-030 For Center-developed report parameter screens, object types such as 

pick lists, listboxes, date fields, date selectors, option groups, and text 

fields are available to define parameters. 

 

Notes: 

RP-040 A data dictionary of the system’s tables is available to Centers to assist 

with report-writing. 

 

Notes: 

RP-050 Ability to share Center-developed reports and accompanying report 

logic with other Centers. 

 

Notes: 

RP-060 System’s reports provide the option to output the reports’ raw data to 

comma separated text and Excel formats.  Please describe any other 

formats available. 

 

Notes: 

RP-070 System’s reports can be displayed in a screen preview and printed to a 

printer.  Please describe the formats available for the system’s reports 

(e.g., .pdf).   

 

Notes: 

RP-080 Without having to individually select forms, ability to print clients’ 

financial and/or clinical forms that have been entered in the system by 

selecting form types within date ranges.   

 

Notes: 

RP-090 Ability to extract the HHSC Service Encounter file that generates data 

values in a specific record format utilizing mappings of local service 

codes and other criteria to HHSC-defined values (see SV-180). This 

report takes service data within a user specified date range and 

determines which services can be mapped to an HHSC grid code.   All 

of the services that can be mapped to HHSC grid codes are then 

compiled into a file that is in a specific format and sent to HHSC.  In 

addition to the file that is generated for HHSC, a separate file is 

created that contains all the services (with detailed service 

information) that were extracted for the date range. This particular file 

shows the services that did and did not map to an HHSC grid code. 

 

Notes: 

RP-100 The mappings of local service codes and other criteria that are used by 

the extraction of the HHSC Service Encounter file are mappings that 

are independent of the billing system. 

 

Notes: 

RP-110 Collects the necessary data and generates the following Certified 

Community Behavioral Healthcare Center measures: 

N/A 
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Notes: 

RP-110.010 Number/percent of new clients with initial evaluation provided 

within 10 business days and mean number of days until initial 

evaluation for new clients 

 

Notes: 

RP-110.020 Preventative Care and Screening:  Adult Body Mass Index 

Screening and Follow-up 

 

Notes: 

RP-110.030 Weight assessment and counseling for Nutrition and Physical 

Activity for Children/Adolescents 

 

Notes: 

RP-110.040 Preventative Care and Screening:  Tobacco Use:  Screening and 

Cessation Intervention 

 

Notes: 

RP-110.050 Preventative Care and Screening:  Unhealthy Alcohol use:  

Screening and Brief Counseling 

 

Notes: 

RP-110.060 Child and adolescent major depressive disorder:  Suicide Risk 

Assessment 

 

Notes: 

RP-110.070 Adult major depressive disorder:  Suicide Risk Assessment  

Notes: 

RP-110.080 Screening for Clinical Depression and Follow-up Plan  

Notes: 

RP-110.090 Depression Remission at 12 months  

Notes: 

RP-110.100 Housing Status (Residential Status at Admission or Start of 

Reporting Period Compared to Residential Status at Discharge or 

End of Reporting Period) 

 

Notes: 

RP-110.110 Follow-Up after Emergency Department for Mental Health  

Notes: 

RP-110.120 Follow-up after Emergency Department for Alcohol or Other 

Dependence 

 

Notes: 

RP-110.130 Plan All-Cause Readmission Rate  

Notes: 
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RP-110.140 Diabetes Screening for People with Schizophrenia or Bipolar 

Disorder who are using Antipsychotic Medications 

 

Notes: 

RP-110.150 Adherence to Antipsychotic Medications for Individuals with 

Schizophrenia 

 

Notes: 

RP-110.160 Follow-up After Hospitalization for Mental Illness for Ages 21+  

Notes: 

RP-110.170 Follow-up After Hospitalization for Mental Illness for Ages 6-21  

Notes: 

RP-110.180 Follow-up care for children prescribed ADHD medication  

Notes: 

RP-110.190 Antidepressant Medication Management  

Notes: 

RP-110.200 Initiation and engagement of alcohol and other drug dependence 

treatment 

 

Notes: 

RP-110.210 Patient Experience of Care Survey/Family Experience of Care 

Survey 

 

Notes: 

RP-115 Collects the necessary data and generates the statistical information 

for the “Controlling High Blood Pressure” DSRIP performance 

measure. 

 

Notes: 

RP-120 Client Data Overview – On demand interface that provides a listing of 

a client’s information from a variety of sources in the system.  Please 

indicate if the System contains such an interface with a rating for this 

requirement and then provide a rating for each of the following to 

indicate whether the information is included in the interface.   

 

Notes: 

RP-120.010 Demographics including addresses and phone numbers  

Notes: 

RP-120.020 Name Aliases  

Notes: 

RP-120.030 Primary Care Team Member  

Notes: 
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RP-120.040 Emergency Contact(s)  

Notes: 

RP-120.050 Current Diagnosis  

Notes: 

RP-120.060 History of TRR Levels of Care  

Notes: 

RP-120.070 Medications  

Notes: 

RP-120.080 Financial Assessment Details  

Notes: 

RP-120.090 Admission History  

Notes: 

RP-120.100 Program Assignments  

Notes: 

RP-120.110 Special Population Assignments  

Notes: 

RP-120.120 Waiting List Membership  

Notes: 

RP-120.130 Treatment Plan Overview with most recent Review Date  

Notes: 

RP-120.140 Client financial balances  

Notes: 

RP-120.150 Verification of Medical Necessity Dates and Staff Doing 

Verification 

 

Notes: 

RP-130 SPQM Data Extraction – data extraction to generate file(s) to provide 

to MTMServices for reporting.  Please see 

https://www.mtmservices.org/spqm  

 

Notes: 

RP-140 Billing Exception Report:  Detailed report that provides all the billing 

failure messages that are generated when the system is attempting to 

bill a service to a client's payer(s) and cannot successfully bill the 

service. 

 

Notes: 

https://www.mtmservices.org/spqm
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RP-140 Billable Services without a Diagnosis:  Identifies services that are 

dated within a user specified date range that are billable services, but 

that do not have a diagnosis identified on the service record. 

 

Notes: 

RP-150 Billed to Client – No Financial Assessment on Service Date:  Provides 

a listing of services that have billed to the client because the client 

either had no financial assessment on file, or the financial assessment 

was dated after the service date. 

 

Notes: 

RP-160 Individual Services with Time Recorded and No Client Present:  

Provides a listing of services in which the service was recorded as a 

cancellation or no show, but the service has a non-zero service 

duration. 

 

Notes: 

RP-170 Overlapping Services by Staff:  Listing of services where the same 

staff person is listed as the provider on more than one service and the 

service times on the service records overlap. 

 

Notes: 

RP-190 Third Party Insurance Eligibility:  Provides clients' insurance 

eligibility information including clients with no insurance, clients 

whose insurance eligibility has ended and those with active coverage. 

 

Notes: 

RP-200 Clients Without Assignment of Benefits:  Provides a listing of clients 

who have not signed an Assignment of Benefits. 

 

Notes: 

RP-210 271 Eligibility Inquiry Response:  This is a report that takes the 

contents of the ASC X12 271 Eligibility Inquiry Response and 

compares what is in the file to what payer(s) the client has in the local 

system and reports where there is a mismatch. 

 

Notes: 

RP-220 Billings by Payer Report:  Provides a total number of services billed 

and the amount billed by staff and payer for a particular billing run. 

 

Notes: 

RP-230 Billings by Program and Payer:  Provides a total number of services 

billed and the amount billed by program and payer for a particular 

billing run. 

 

Notes: 
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RP-240 HZ Audit Report: Report is used to perform HZ modifier validations 

for claims. The HZ modifier is reported on claims for clients whose 

services are funded by the Texas Correctional Office on Offenders 

with Medical or Mental Impairments (TCOOMMI).  This report will 

flag two situations, the first being claims that don't have the HZ 

modifier and should (as in the client is part of the TCOOMMI 

population). The second thing flagged is claims that do have the HZ 

modifier but should not (as in the client is not part of the TCOOMMI 

population). 

 

Notes: 

RP-250 Report of Authorizations Requested but not Granted:  Provides a 

listing of payer authorizations that have been requested of a payer, but 

have not yet been granted by the payer. 

 

Notes: 

RP-260 IDD Targeted Case Management Billing Analysis:  Provides a tool for 

providers to analyze the billing activity for the IDD Targeted Case 

Management (TCM) Type A and Type B services that have been 

delivered.  One of the things that the report highlights is clients who 

received one or more Type B services within the month that couldn’t 

be billed because the client didn't receive a Type A service within the 

same month.  It'll also show Type B services that couldn't billed 

because of an insufficient balance of available Type B services (based 

on the number of Type A services that had billed). 

 

Notes: 

RP-270 Caseload Service Analysis:  For the selected Primary Care Team 

Member(s), the total number of contacts with the clients on the 

providers' caseloads within a user-defined date range is provided.  A 

summary is also provided for each Primary Care Team Member which 

shows the total number of clients on the provider's caseload that are 

Medicaid eligible, how many of the clients are not Medicaid eligible 

and how many of the clients in each category received a service within 

the date range.  Based on the number of clients and the number of 

clients that received a service, a percentage is given to show what 

percentage of the provider's Medicaid eligible clients were served, and 

what percentage of the provider's non-Medicaid eligible clients were 

served. 

 

Notes: 

RP-280 Claim Status Report:  Provides a report of claim details based on a 

user defined service or claim date range.  Users can filter the report by 

the service provider, payer, program and claim status (i.e., paid, 

denied, waiting for payment, etc.). 

 

Notes: 
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RP-290 Service Billing Status Report:  This report allows users to review the 

billing status of services. This report can be used to identify potential 

billable services for user-defined service date ranges. For services that 

didn’t bill through billing runs, this report will provide the reason(s) 

why the services couldn’t be billed. 

 

Notes: 

RP-300 Billing Status of Services that have had Claims Reversed:  Provides 

the billing status of services for which the accompanying claim has 

been reversed.  Used to confirm that these services are rebilled. 

 

Notes: 

RP-310 Outstanding Services Report:  Provides service/billing details on 

claims that still have a balance due.  Note: this report can be filtered 

on client, payer, service, program, provider and date range. 

 

Notes: 

RP-320 Payer Revenue Report:  This report is used to show the total amount 

of dollars received from a payer for a given service or claim date 

range, payment date range, tender number, receipt ID or 

Comment/EOB. The report can be run to show subtotals by case 

number and/or by payer and program. 

 

Notes: 

RP-330 Clients with Unapplied Payments:  Provides a listing of clients who 

have client or third party payments that haven't been fully applied to 

specific claims.  The user has the option of including client payments 

only, third party payments only, or both types of payments. 

 

Notes: 

RP-340 Aging Report by Payer:  Provides a detailed aging on specific services 

(less than 30 days, 30 - 60 days, 60 to 90 days, 90+ days) grouped by 

Payer.  Users can run the report for select Payers or for all Payers. 

 

Notes: 

RP-360 ANSI ACS X12N 277 Claims Acknowledgement (277CA):  This 

report takes an ASC X12 277, 277CA or 277A file and converts it into 

a readable report which shows the claims that have been accepted and 

those that have been rejected. 

 

Notes: 

RP-370 ANSI 999 Functional Acknowledgement Acceptance Report:  This 

report takes an ASC X12 997 or 999 file and converts it into a 

readable report which shows whether the batches within a claims file 

(ASC X12 837 file) have been accepted or rejected. 

 

Notes: 
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RP-380 Report of ANSI Claims by Batch Number:  Provides details on a user 

selected ASC X12 837 Health Care Claim Batch file.   Information 

such as the number of batches within the file, number of claims per 

batch, the dollar amount per batch as well as detailed information 

about each claim is included. 

 

Notes: 

RP-390 HCFA 1500 – TMHP Version with TPI:  HCFA claim form that 

includes a provider's Medicaid TPI as well as the provider's NPI. 

 

Notes: 

RP-400 HCFA 1500:  Standard HCFA claim form that includes a provider's 

NPI and taxonomy code. 

 

Notes: 

RP-410 Clients with a Balance Due As of a Specified Date:  Provides the 

clients' balance due as of a user defined date.  Users can filter the 

report on client status (i.e., Admit, Discharge, etc.). 

 

Notes: 

RP-430 Claims, Payments and Adjustments by Creation Date:  Reports that 

show the details on claims, payments and adjustments that have been 

entered or system generated within a user defined date range. 

 

Notes: 

RP-440 Client Benefits Report:  This report, which can be run for one or more 

clients, shows all the Payer(s) the clients have had (both active and 

inactive), their monthly MMF,  and annual income. 

 

Notes: 

RP-450 Client Receipt:  Receipt that can be printed after entering a client 

payment.  Shows amount paid, tender type, and an aging of the client's 

account balance (less than 30 days old, 30 -60 days, 61 - 90, 90+). 

 

Notes: 

RP-460 Client Statements:  Statement that shows a client's billed services, 

payments and adjustments applied towards those services and any 

unapplied payments.  The statement includes Payer related 

transactions as well as Client related transactions. 

 

Notes: 

RP-470 Clients with a Credit Balance:  Provides a listing of clients who have a 

credit balance.  Note: users can filter the report on client status (i.e., 

contact, admitted, discharged). 

 

Notes: 

RP-480 Client Balance by Primary Care Team Member:  This report is used to 

show a 30/60/90+ aging of clients' balances grouped by Primary Care 

Team Member. 
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Notes: 

RP-490 Service Authorizations by Client or Primary Care Team Member:  

Provides the status of clients' Payer Authorizations.  Can be run for 

one or more clients. 

 

Notes: 

RP-500 Authorization Status:  Provides the status of a particular client's Payer 

Authorizations. 

 

Notes: 

RP-510 MCO Prior Authorization Request (SRF):  The purpose of this report 

is to generate Managed Care Organization Prior Authorization 

Request Forms (SRF) with accompanying CANS and/or ANSA 

assessment printouts (when applicable).  The SRF is in a specific 

format for Texas Managed Care Organizations. 

 

Notes: 

RP-520 Services Provided But Not Authorized:  Provides a listing services that 

have been provided to a client that are not covered by a payer 

authorization either due to there being no authorization on file for the 

client, or the authorization on file doesn't cover the particular service 

or date of service. 

 

Notes: 

RP-530 Active Client List By Program:  Provides a list of clients assigned to a 

program as of the user defined report filter date.  The report includes 

Primary Care Team Member, client contact information, Service 

Package information, and Medicaid and Medicare numbers.   Users 

can filter on specific programs or run for all programs. 

 

Notes: 

RP-540 Admitted Clients Without a CARE Eligible Program Assignment:  

Provides a list of all clients that are admitted as of the current day's 

date that are not assigned to a program that is designated as a CARE 

eligible program.  Note: assignment to a CARE Eligible program is 

what triggers information about the client to be sent to 

CARE/CMBHS. 

 

Notes: 

RP-550 Admitted Clients Without a Primary Care Team Member:  Listing of 

clients who are admitted to the Center but have no Primary Care Team 

Member assignment. 

 

Notes: 

RP-560 ANSA Report of Clients Residing with Children Under the Age of 18:  

Provides a list of adult clients that reside with children under the age 

of 18 based on information gathered from the ANSA Assessment.  In 

addition, the client's annual income and family size is included. 
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Notes: 

RP-570 Appointments by Staff/Date:  Provides a listing by staff and date of 

client appointments which includes appointment notes, the clients' 

payer(s) and the clients' balance due.   

 

Notes: 

RP-580 Client Appointments by Staff, Client or Date:  Provides a listing of 

appointments with the option to group by the staff with whom the 

client is scheduled, by client or by appointment date.  Along with the 

appointment details, the client’s age, phone number, date of birth, 

balance due and Primary Care Team member are included. 

 

Notes: 

RP-590 Caseload Services Report:  Provides a listing of services within a user 

defined date range which includes the clients' service package 

assignments and primary care team member. 

 

Notes: 

RP-600 Report of Authorized CANS with Income and Family Size:  Provides 

a listing of clients with their annual income and family size who've 

had a CANS assessment authorized within the user defined date range. 

 

Notes: 

RP-610 Clients’ Demographic Index:  Provides a listing of clients by Primary 

Care Team Member which includes address, phone number and date 

of birth. 

 

Notes: 

RP-620 Client Service Package Report:  This report provides a list of clients 

that have an open TRR Service Package assignment during a specified 

timeframe. Users can filter on TRR Service Package and/or Primary 

Care Team Member if desired. 

 

Notes: 

RP-630 TRR (CANS/ANSA) Assessment Report:  This report provides the 

assessment type, date, Recommended Level of Care, Authorized Level 

of Care, staff, authorization begin and end dates and deviation reason, 

if applicable. 

 

Notes: 

RP-640 Most Recent Prescriber Service for Admitted Clients by County:  

Provides the most recent face-to-face or telemed service delivered to 

each admitted MH client by a physician or advanced nurse 

practitioner.  The clients' county of residence and primary care team 

member are included on the report. 

 

Notes: 
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RP-650 Ability to access clients’ complete histories of County of Residence 

changes along with the dates of these changes (identified in CL-025) 

to provide the ability to report different types of information, such as 

services provided, by clients’ County of Residence at any given point 

in time. 

 

Notes: 

RP-660 Count of Clients by County of Residence:  Provides an unduplicated 

count of clients who have received a service within a user specified 

date range. The results are grouped by clients' county of residence and 

then the following categories: Child MH, Adult MH, IDD and Other. 

 

Notes: 

RP-670 Provider Caseload Management:  Provides the status (i.e., OK, due 

soon, absent, expired) of all of a client's forms.  In addition to the 

status of the client's forms, other key information is included (e.g., 

primary & secondary diagnosis, current TRR service package, 

hospitalization info, primary payer, date of most recent service, etc.).  

This report can be filtered by Primary Care Team Member, Client, 

Program, and/or clients for whom record(s) are due soon, absent or 

expired. 

 

Notes: 

RP-680 Caseload Transfer – Primary Provider Update:  Provides a listing of 

clients who were transferred from one provider's caseload to another 

provider's caseload. 

 

Notes: 

RP-690 Caseload Average Service Time for Clients:  Provides the average 

service time per client for the various TRR service packages within a 

specified timeframe.  Users can filter the report on Primary Care Team 

Member, client, and/or TRR service package. Users can choose to 

only include services that map to the State's service encounter grid 

codes or to include all services. 

 

Notes: 

RP-700 Report of Individual Services by Staff Person:  This report, which can 

be run for one or many staff, provides a list of all face-to-face services 

for a user entered date range. Along with the details of each face-to-

face service that was provided, the client's address and primary care 

team member are also included.  Note: this report excludes cancelled 

services and no-shows. 

 

Notes: 

RP-710 TRR Level of Care Counts by County of Residence:  Provides a count 

of TRR authorized levels of care (LOC-A) by clients' county of 

residence.  Note: only clients who are admitted as of the date the 

report is being run are included. 
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Notes: 

RP-720 Client Medication History:  Provides a full history of the medications 

recorded for one or more clients.  A filter allows the user to limit the 

report to contain certain medication types (e.g., psychoactive, over-

the-counter). 

 

Notes: 

RP-730 Program Assignment:  This report, which can be run for one or more 

programs, provides a listing of clients who were assigned to the 

selected program(s) sometime within the user defined date range. 

 

Notes: 

RP-740 Count of Open Program Assignments:  Provides a count of clients 

assigned to each program as of the system date. 

 

Notes: 

RP-750 Admits and Discharges by Program:  Provides a listing of clients who 

were admitted and/or discharged within a user defined date range and 

who have a program assignment in at least one of a user specified set 

of program units. 

 

Notes: 

RP-760 List of Admits and Discharges:  Provides a listing of clients who have 

had admission and/or discharge records entered within a user defined 

date range.  Users can choose to include admissions only, discharges 

only or both admissions and discharges. 

 

Notes: 

RP-770 Client or Provider Services:  Detailed service report where users can 

filter on service date, client, primary care team member, service 

provider, program, service, service package assignment and program 

assignment. 

 

Notes: 

RP-780 Service Listing by Physical Location:  Report that pulls in the clinic 

where the client was most likely seen based on the client's zip code 

when the service was delivered with a setting of "Office"; otherwise, 

shows the selected location where the service took place.  Users can 

choose to include or exclude services delivered by phone. 

 

Notes: 

RP-790 Report of Clients with User Specified Diagnoses:  This report provides 

a list of clients who were diagnosed within a user specified date range 

and had one or more user specified diagnosis codes. 

 

Notes: 
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RP-800 Medicaid Service Penetration:  Provides a count of clients who are 

Medicaid eligible and a count of non-Medicaid eligible clients who 

received certain user-defined services within a user-defined date 

range.  This report allows users to filter on date range, service code(s), 

age group, mode of service (i.e., face-to-face, phone, etc.), service 

setting, recipient of service, appointment code (scheduled, no-show, 

etc.) and crisis setting. 

 

Notes: 

RP-810 TAFI Unit Counts: This report sums the number of units of service for 

specific service codes for TAFI (Time and Financial Information) 

Cost reporting. It shows the total number of Medicaid, MCO and Non-

Medicaid services provided for the user-specified service codes as 

well as the total number of units provided for each category. This 

report allows users to filter on date range, service code(s), age group, 

mode of service (i.e., face-to-face, phone, etc.), service setting, 

recipient of service, appointment code (scheduled, no-show, etc.) and 

crisis setting. 

 

Notes: 

RP-820 IDD Service Count Report:  This report provides the Medicaid and 

Non-Medicaid Unit counts for the “Service Coordination – 

Comprehensive encounter (Encounter – Type A)” and “Service 

Coordination – Follow-up encounter (Encounter – Type B)” line items 

on a section of the MEI (Mental Health, Early Childhood Intervention, 

IDD) Cost Report. 

 

Notes: 

RP-823 Telemedicine Service Report:  Provides a listing of 

telemedicine/telehealth services dated within a user-defined date 

range. 

 

Notes: 

RP-825 Bulk Individual Service Print:  Report that provides a separate printout 

for each service record that includes all service details along with the 

textual progress note.  This report can be run for one or more clients 

and/or one or more staff (entry staff or providing staff) for a user-

defined date range. 

 

Notes: 

RP-826 Staff Caseload List:  Provides of listing of all clients on a provider's 

caseload or only clients in which the provider is listed as the client's 

primary care team member as of a user-defined effective date.  This 

report can be filtered by staff, staff reporting category (note: these 

categories are defined by the Center as a way to group together types 

of staff such as IDD, MH, etc.), and/or providers that have either more 

or fewer than a user-defined number of clients on their caseload. 
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Notes: 

RP-830 Caseload Compliance Report:  Concise report that tracks the status of 

key client forms (e.g., CANS and ANSA Assessments, Diagnosis, 

Financial Assessment, Care Plan, etc.).   Users can filter the report on 

specific clients, specific staff members, and form status (all records, 

only records that are due soon, or only expired or absent records). 

 

Notes: 

RP-832 Form Tracker:  The report allows Centers to track the miscellaneous 

forms that are unique to the Center that are due soon.  Note: the Center 

defines their unique forms in another module and defines the renewal 

schedule for these unique forms (see CL-820). 

 

Notes: 

RP-835 Extract of Client Services by Date Range/Program/Special Population:  

Provides the ability to extract service data based on a user-defined 

date range.  The service data, which contains all the key details about 

the service, is saved in a comma delimited file that can be imported 

into other programs such as Excel for the Centers' internal reporting 

needs. Note: users have the option of encrypting the clients' case 

numbers or including the actual case numbers in the output file.   

 

Notes: 

RP-837 Cost Accounting Methodology Extract:  This report extracts service 

data where the service was provided face-to-face (or by phone, if the 

service code is marked as an exception that allows phone) and had a 

non-zero duration.  Note: The output of the report will consist of two 

files, one containing staff service time, and the other containing client 

service time.  The file with staff service time is broken down by the 

total service hours and event count by staff, program and service code.  

The client service file is broken down by the total service hours and 

event count by staff, program, service code, client, and client's 

Medicaid eligibility. 

 

Notes: 

RP-844 Authorized CANS and ANSA Records by Entry Date:  Concise report 

of CANS and ANSA assessments that have been entered into the 

system within a user-defined date range.  Shows if the assessment has 

been authorized or is pending authorization, and if authorized, to 

which service package the client was assigned.  The user has the 

option of only including fully authorized assessments. 

 

Notes: 



 
73 

Reference Reporting Rating 

RP-847 Service Entry Lag Time:  Provides statistics on the lag time between 

when an Individual Service was provided and when it was entered into 

the system.  Can group the report in the following two ways: 

 by the staff that entered the service 

 by the provider who provided the service and the staff that 

entered the service. 

 

Notes: 

RP-850 Service Entry Lag Time Performance Report:  Tracks the amount of 

time between when a service is provided versus when the service is 

entered in the local system.  The report filter screen allows the user to 

define the acceptable lag time in days so that anything above that 

acceptable lag time is highlighted on the report.  In addition, the report 

takes into account weekends and the Center's defined holidays so as to 

not count those days when considering the lag time between delivery 

and entry of a service. 

 

Notes: 

RP-852 Staff Billing Report:  Provides a listing of billed services by staff 

person with a few key service details (i.e., service code, program, date, 

duration), the amount billed, expected payment amount and the 

amount paid, grouped by payer and service provider.  The report can 

be filtered by a service date range, payer, service provider(s), staff 

reporting category (note: these categories are defined by the Center as 

a way to group together types of staff such as IDD, MH, etc.) 

 

Notes: 

RP-854 Staff Time Utilization:  This is a report that allows managers to 

analyze their employee's time by providing a break-down of staff time 

spent on specific service codes as well as an overall percentage of the 

staff time utilization based on the number of hours worked within the 

requested date range.  Users are able to include all services, or services 

that have not been flagged to be excluded from this report.  In 

addition, users can filter to show only staff that are either above or 

below a user-defined direct service time percentage.  Users can also 

filter on specific staff or a staff person's primary program. 

 

Notes: 

RP-856 Staff Productivity Tracking:  This is a concise staff productivity report 

that allows users to analyze their own staff time by providing a break-

down of staff time spent on specific service codes as well as an overall 

percentage of the staff time utilization based on the number of hours 

worked within the requested date range.   Users can filter on specific 

staff or a staff reporting category which is a Center-defined grouping 

of staff (e.g., IDD staff, MH staff, etc.).  Through the system's 

security, a user can be limited so that s/he can only run this report for 

her/himself. 
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Reference Reporting Rating 

Notes: 

RP-858 TRR Assessment Batch Status:  Indicates whether CANS and ANSA 

assessments that have been entered within a user-defined date range 

have batched to the CMBHS system.  

 

Notes: 

RP-860 Discharged TRR CANS and ANSA Assessments by Entry Date:  

Concise report of CANS and ANSA Discharge Assessments that have 

been entered into the system within a user-defined date range.   

 

Notes: 

RP-862 Incomplete (Draft) Forms Report:  Provides a listing of forms that 

have been saved as incomplete (draft).  Users can filter on form type 

or provider. 

 

Notes: 

RP-864 Modified Fee Assessments by Date Entered/Data Entry Staff:  

Provides a listing of financial assessments that were modified, the date 

on which they were modified and by whom. 

 

Notes: 

RP-866 Forms Entered by Staff Person:  Provides a listing of all forms that 

have been entered into the system for a particular user (or users) 

within a user-defined date range.  The report shows the entry date and 

time, the type of form and the client for whom the form was entered 

(if applicable). 

 

Notes: 

RP-868 Report Processing List:  This report, which is run for a user specified 

date range, provides a list of reports that have been run including the 

user who ran the report and the date and time the report was run. 

 

Notes: 

RP-870 Report of Modified Progress Notes:  Provides a listing of individual 

services that were initially entered within a user specified date range 

and have had the progress note (textual narrative of the service) 

updated since the original entry. 

 

Notes: 

RP-872 Unsigned Form Statistics:  For users that are set up to electronically 

sign forms, this report shows the number of forms that have not been 

electronically signed by those users and the average number of days 

that their forms have been sitting in an un-signed state. 

 

Notes: 

RP-874 Most Recent User Login:  For each user that is active in the system, 

prints the most recent login date and time. 

 

Notes: 
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Reference Reporting Rating 

RP-876 View History Report:  For forms that the Center has elected to track 

view history, this report will show the user, client, type of form, and 

date/time of every instance of when a user added, modified, or viewed 

clinical information on the form. 

 

Notes: 

Technical 
 

Reference Technical Rating 

TC-010 System is Meaningful Use Stage 3 Certified.  

Notes: 

TC-020 If a patient portal is included as part of the system, ability to deny 

access to the patient portal on a client by client basis. 

 

Notes: 

TC-030 Ability to send and receive faxes within the system.  

Notes: 

TC-040 Vendor provides an option for system to be hosted on servers 

purchased and managed by the vendor and delivered to Center staff 

via secure internet protocols.  As a separate option, system can also be 

hosted on Center network.  In the Pricing section of the RFP response, 

please describe the cost implications of these two options. 

 

Notes: 

TC-050 For either a vendor-hosted or Center-hosted solution, vendor is able to 

provide solutions or specific recommendations for Center’s network 

security to ensure the overall system’s security in terms of HIPAA 

compliance and vulnerability protection.  Please describe these 

solutions or recommendations. 

 

Notes: 

TC-060 Use of industry accepted application privacy and security features, 

including those related to multi-factor authentication, authorization, 

non-repudiation, encryption in transit, encryption at rest and secure 

coding practices that prevent common application level attacks such as 

SQL-Injection and/or buffer override.  Please describe these features. 

 

Notes: 

TC-070 System’s data is secure in accordance with National Institute of 

Standards and Technology standard SP 800-66 Revision 1.  

 

Notes: 

TC-080 For vendor-hosted solution, all of system’s data is stored at locations 

inside of the United States. 

 

Notes: 
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Reference Technical Rating 

TC-090 Runs on an operating system supported by VMWare.  

Notes: 

TC-100 If not browser-based, runs on a system that is run on, or can be 

integrated with currently supported Microsoft Desktop Operating 

systems. 

 

Notes: 

TC-110 Runs on mainstream browsers.  Please list supported browsers.  

Notes: 

TC-120 If server-based (and hosted by Center), system runs on Windows 2016 

Server or newer and uses or is compatible with MS SQL Server 2016 

or newer. 

 

Notes: 

TC-130 A recommended approach for data backup, file retention timelines, 

and file retrieval is provided.  Please describe the recommended 

approach(es). 

 

Notes: 

TC-140 Ability to work offline when not able to connect to Internet, 

temporarily store information, and forward it to the server when able 

to connect.  Please list the system functionality that is available when 

working in this offline mode. 

 

Notes: 

TC-150 Ability for Center staff to create forms that may be assessments, 

consents, and other types of forms.   

 Please describe the tools provided to create forms and level of 

expertise that would be required for Center staff to create these 

forms. 

 Please describe how Center-developed forms would be 

incorporated into the system’s interface. 

 

Notes: 

TC-160 For Center-created forms, ability for the Center to define lead times on 

a form-by-form basis to alert staff when these forms are due to provide 

staff with time to complete the forms on or before the due date. 

 

Notes: 

TC-170 Ability for the Center to define processes that may or may not be 

based on forms contained in the system.  Ability to alert staff when 

these processes are due with Center-defined lead times to provide staff 

with time to complete the processes. 

 

Notes: 

TC-180 For Center-defined processes, ability to indicate that the processes 

have been completed so that alerts can be suppressed. 
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Reference Technical Rating 

Notes: 

TC-190 Ability to bundle multiple separate forms together to create packets.  

Screens for entering these packets can be grouped together. 

 

Notes: 

TC-200 Packets of forms that have been bundled together can be printed 

together as a packet. 

 

Notes: 

TC-210 Ability to define Security Templates.  Staff assigned to a Security 

Template inherit the attributes of the Security Template. 

 

Notes: 

TC-220 Security Template settings provide the following capabilities: N/A 

Notes: 

TC-220.010 Access to specific modules  

Notes: 

TC-220.020 Access to specific reports  

Notes: 

TC-220.030 Add/Edit/Delete/View privileges by module  

Notes: 

TC-220.040 Interface navigation  

Notes: 

TC-220.050 Access to specific subsets of clients or universal access to clients  

Notes: 

TC-230 Workflows can be defined that prompt the user through multiple 

modules that may be required to perform a given function for a client. 

 

Notes: 

TC-230.010 If a workflow isn’t completed, an alert is sent to the user to 

complete the workflow. 

 

Notes: 

TC-240 System functionality is available on a tablet computer.  If not all 

system functionality is available, please list the functionality that is 

available. 

 

Notes: 

TC-240.010 List tablet allowable operating systems and browsers N/A 

Notes: 

TC-250 System functionality is available on a mobile phone.  If not all system 

functionality is available, please list the functionality that is available. 
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Reference Technical Rating 

Notes: 

TC-250.010 List mobile phone allowable operating systems and browsers N/A 

Notes: 

TC-260 Integrate with email and calendaring applications like Microsoft 

Outlook.  Please list the applications with which your system 

integrates. 

 

Notes: 

TC-270 Integrate with intranet applications such as SharePoint.  Please list the 

applications with which your system integrates. 

 

Notes: 

TC-280 Provide separate environments so the application can operate in a 

Live, Train, and Test mode.  In the Pricing section of the RFP 

response, please list any cost implications generated by these multiple 

environments. 

 

Notes: 

TC-290 Ability for system to send a text to client when the staff is ready to see 

him/her for an appointment.  In the Pricing section of the RFP 

response, please describe any costs associated with sending texts to 

the client for this purpose. 

 

Notes: 

TC-300 System automatically generates transactions to send to the Texas 

Health and Human Services Commission’s CARE and CMBHS 

systems.  Please list all transaction types that are automatically 

generated for these two systems. 

 

Notes: 

TC-310 System uses available state-created web services for CMBHS 

transactions.  If system isn’t currently utilizing these web services, 

does the system have any limitations that prevent the use of them? 

 

Notes: 
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Form Samples 

Consent for Treatment with Psychoactive Medications 
Page 1 
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Consent for Treatment with Psychoactive Medications (continued) 

Page 2 
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Patient Consent for Telemedicine and Telehealth Services 
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Client Infection Reporting Form 
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Authorization for Treatment/Application for Services 
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Financial Assessment 
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Abnormal Involuntary Movement Scale 
Page 1 
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Abnormal Involuntary Movement Scale (continued) 

Page 2 
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Client Agreement 
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Medical Information Survey 
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Crisis Intake Assessment and Recovery Plan Progress Note Template 
Page 1 
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Crisis Intake Assessment and Recovery Plan Progress Note Template (continued) 
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Crisis Intake Assessment and Recovery Plan Progress Note Template (continued) 
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Crisis Intake Assessment and Recovery Plan Progress Note Template (continued) 
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Crisis Intake Assessment and Recovery Plan Progress Note Template (continued) 
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Crisis Intake Assessment and Recovery Plan Progress Note Template (continued) 

Page 6 
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Crisis Intake Assessment and Recovery Plan Progress Note Template (continued) 

Page 7 
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Peer Support Progress Note 
Page 1 
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Peer Support Progress Note (continued) 

Page 2 
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Patient Health Questionnaire (PHQ-9) 
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BMI Adult Screening and Follow-up Progress Note Template 
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Child/Adolescent Weight Assessment and Counseling Progress Note Template 
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Colombia Suicide Severity Rating Scale Screening with Triage Points 
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Tobacco Use:  Screening and Cessation 
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Physician Progress Note 
Page 1 
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Physician Progress Note (continued) 
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Physician Progress Note (continued) 
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Physician Progress Note (continued) 
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Physician New Patient Diagnostic Interview Progress Note 
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Physician New Patient Diagnostic Interview Progress Note (continued) 
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109 

Physician New Patient Diagnostic Interview Progress Note (continued) 
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Physician Diagnostic Interview Progress Note 
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Physician Diagnostic Interview Progress Note (continued) 
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Physician Diagnostic Interview Progress Note (continued) 
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Physician Diagnostic Interview Progress Note (continued) 
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Safety Plan 
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Brief Bipolar Disorder Symptom Scale 
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Brief Negative Symptom Assessment 
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Quick Inventory of Depressive Symptomatology 
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Quick Inventory of Depressive Symptomatology (continued) 
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Initial Plan of Care – Child/Adolescent Services 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Initial Plan of Care – Child/Adolescent Services (continued) 
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Wraparound Recovery Plan – Child/Adolescent Services 
Page 1 

 

 



 
129 

Wraparound Recovery Plan – Child/Adolescent Services (continued) 
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Wraparound Recovery Plan – Child/Adolescent Services (continued) 
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Wraparound Recovery Plan – Child/Adolescent Services (continued) 
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Wraparound Recovery Plan – Child/Adolescent Services (continued) 
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Wraparound Recovery Plan – Child/Adolescent Services (continued) 
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Wraparound Recovery Plan – Child/Adolescent Services (continued) 
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Youth Recovery Plan 
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Youth Recovery Plan (continued) 
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Youth Recovery Plan (continued) 
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Youth Recovery Plan (continued) 
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Youth Recovery Plan (continued) 
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Youth Recovery Plan (continued) 
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Adult Recovery Plan 
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Adult Recovery Plan (continued) 
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Adult Recovery Plan (continued) 

Page 3 

 

 



 
144 

Adult Recovery Plan (continued) 
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Adult Recovery Plan (continued) 
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Adult Recovery Plan (continued) 
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Adult Recovery Plan (continued) 
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Discharge Summary 
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Nursing Tasks Screening Tool 
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Nursing Tasks Screening Tool (continued) 
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Comprehensive Nursing Assessment 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 

Page 15 

 

 



 
166 

Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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Comprehensive Nursing Assessment (continued) 
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IDD Person-Directed Plan 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Person-Directed Plan (continued) 
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IDD Implementation Plan 
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Initial Plan of Care (IPC) for HCS/CFC 
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Initial Plan of Care (IPC) for HCS/CFC (continued) 
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Initial Plan of Care (IPC) for HCS/CFC (continued) 

Page 3 

 

 
 

  



 
180 

Initial Plan of Care (IPC) for HCS/CFC (continued) 
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Initial Plan of Care (IPC) for HCS/CFC (continued) 
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Initial Plan of Care (IPC) for TxHmL/CFC 
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Initial Plan of Care (IPC) for TxHmL/CFC (continued) 
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Initial Plan of Care (IPC) for TxHmL/CFC (continued) 
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Additional Questions 
 

Please provide responses to the following requirements and questions: 

 

1. Provide minimum system requirements for the following: 

a. Server(s) 

b. Workstations 

c. Laptops 

d. Tablets 

e. Mobile phones 

2. How should the system’s bandwidth requirements be estimated for single users and 

multi-user locations? 

3. The User Requirements lists a requirement for single entry of data in the system.  If there 

are cases where the same data may be entered in different places in the system, please list 

the instances where this occurs. 

4. Please provide a catalog of the system’s modules with descriptions to identify 

functionality that may not have already been identified through this RFP’s list of 

requirements. 

5. Please provide a catalog of the system’s reports with descriptions of each report.  The 

ability to run reports based on Program Assignments is important.  Please identify which 

of the reports in the report catalog can be run for clients that are assigned to one or many 

specific Programs. 

6. Please provide a catalog of the system’s pre-defined dashboards. 

7. Does the system provide the ability to assign either a subset or all dashboards to different 

users? 

8. Do dashboards provide the capability to drill down to access the detailed data that defines 

the dashboard? 

9. Does the system contain tools and methods that allow Center staff to create custom 

dashboards and assign them to users? 

10. For Center-created dashboards, how are they integrated into the system’s interface? 

11. Please describe any types of limits that the Center may encounter such as maximum 

number of concurrent users, maximum number of records in a table, maximum size of 

tables, certain reports or processes that impact the overall system’s performance, or 

bandwidth maximums, etc.  For each type of limit, describe what options the Center has 

to resolve the limit. 

12. Please describe any system functions that if run concurrently, can cause system problems. 

13. Please provide a brief description of database transaction processing controls that are 

implemented to protect transactions that may be processing at the time of a system 

outage. 

14. Please describe the record locking approach used when two users are attempting to edit 

the same record at the same time. 

15. When system is hosted by Vendor, describe contingency plans in the event of system, 

hardware, or communications failures. 

16. Does the System provide the ability to schedule resource intensive processes so that they 

run unattended after hours?  If so, please provide examples of processes that are run using 

this capability. 
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17. Does the system support the import of externally provided service information such as 

laboratory charges?  If so, please provide examples of the types of information that is 

imported. 

18. Are there system or database maintenance activities that require downtime?  If so, how 

often should these activities be performed?  What is the typical length of the required 

downtime?  What type of special expertise is required to perform the maintenance 

activities? 

19. How is Center-developed functionality integrated into the system and how is this 

integration coordinated with modifications that proposer may be making in the same 

areas of the system? 

20. Considering the requirement of having Live, Training, and Test versions of the system 

available and these separate versions will have differing versions of the system at any 

given point in time, how are updates to these versions scheduled?  Will these updates be 

performed outside of normal working hours? 

21. Has the proposer negotiated the ability to include any copyrighted data collection forms 

in the system?  If so, please list these forms. 

22. Describe the support structure that is included with monthly subscription fee. 

23. Are there any limits on support requests in terms of time or counts of requests? 

24. What is the guaranteed response time for non-critical support requests? 

25. What is the guaranteed response time for critical support calls? 

26. How are requests for additional training differentiated from support requests that are 

included with the monthly subscription fee? 

27. How are requested enhancements to the system that aren’t related to state or federal 

compliance requested, prioritized, and funded?  If there is a backlog of these types of 

requested enhancements, how long is this backlog? 

28. Are there guarantees for how long proposer would take to build a custom report based on 

existing data in the system?  Some reports may be required sooner than others, but the 

Center would prefer a maximum period of 60 days from the date of the request. 

29. The Center uses Incode by Tyler Technologies as its financial system.  Please describe 

interfaces that the proposed system has with this financial system. 

30. The Center uses ADP as its human resources system.  Please describe interfaces that the 

proposed system has with this human resources system. 
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Implementation, Training, and Support 
 

Please provide responses to the following requirements and questions: 

 

1. Please provide your implementation work plan.  With a desired “go live” date of 

9/1/2021, include the proposed timelines for the work plan’s vendor and Center tasks to 

meet this “go live” date. 

2. What types of Center expertise will be required for the implementation process?  Based 

on experience with past implementations, please provide estimates of the amount of time, 

by type of staff, that will be required for the implementation. 

3. How is implementation training structured so that the Center’s users are fully prepared to 

use the system at “go live”? 

4. What types of data are typically converted from the Center’s existing system into the new 

one? 

5. For several years, the Center has used a document scanning system to store various types 

of client data forms.  How would these scanned forms be integrated with forms that 

would be scanned using your system’s document scanning functionality? 

6. Will the Center be able to retain the existing case numbers for clients that are converted 

from the Center’s existing system? 

7. Is there a recommended amount of time for running parallel with the existing system?  If 

so, what is this amount of time? 

8. What should the Center anticipate as the most significant challenges with the 

implementation? 

9. Are you willing to sign a Service Level Agreement with performance targets and 

penalties?  If so, please include a sample as requested in the “Required Documentation 

and Procedures for Submitting Proposal” section of this RFP. 

10. A critical need for the Center is compliance with state (Texas Health and Human Services 

Commission) and federal (Centers for Medicare and Medicaid Services, Substance Abuse 

and Mental Health Services Administration) funding sources.  This compliance involves 

collecting certain types of data, validating the accuracy of this data, and providing this 

data in some form to the funding source.  In addition, there are typically timeframes 

specified for achieving this compliance.  What guarantees are provided to the Center in 

vendor contracts that these compliance needs are addressed within funding source 

timeframes?  Please describe how these compliance needs are identified, prioritized, and 

funded. 
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Business Associate Agreement  
 

Texas Panhandle Centers 

BUSINESS ASSOCIATE AGREEMENT 
 

This Business Associate Agreement (“Agreement”), is entered into by and between Texas 

Panhandle Mental Health Mental Retardation dba Texas Panhandle Centers (“Covered Entity”) 

and      (the “Business Associate”) (each a “Party” and collectively the 

“Parties”).  

 

Recitals 
 

WHEREAS, Covered Entity has engaged Business Associate to perform services and/or provide 

goods (“Services Agreement”);  

 

The purpose of this Agreement is to enable the parties to comply with the applicable 

requirements of HIPAA, the HIPAA Regulations, and the HITECH ACT (defined below) that 

involve Protected Health Information (“PHI”)(including but not limited to Electronic Protected 

Health Information (“ePHI”)) that is accessed, maintained, transmitted, used or disclosed by 

Business Associate (and/or any agent or Subcontractor of Business Associate that creates, 

receives, maintains, or transmits PHI on behalf of Business Associate or Covered Entity) in 

connection with services performed on behalf of Covered Entity pursuant to any oral or written 

agreement(s) for the provision of services to Covered Entity that has been or may be entered into 

(“Services Agreement”). 

 

WHEREAS, Covered Entity possesses Individually Identifiable Health Information that is 

protected under HIPAA, the HIPAA Privacy Regulations, the HIPAA Security Regulations and 

the HITECH Standards and is permitted to use or disclose such information only in accordance 

with such laws and regulations;  

 

NOW, THEREFORE, for good and valuable consideration, the sufficiency of which we hereby 

acknowledge, the Parties agree as follows:  

 

Definitions 

 

Terms used but not otherwise defined in this Agreement shall have the same meaning as the 

meaning ascribed to those terms in the Health Information Portability and Accountability Act of 

1996, as codified at 42 U.S.C. § 1320d (“HIPAA”), the Health Information Technology Act of 

2009, as codified at 42 U.S.C.A. prec. § 17901 (“HITECH”), and any current and future 

regulations promulgated under HIPAA or HITECH.  

 

“Administrative Safeguards” means safeguards consisting of administrative actions, policies, 

and procedures designed to protect the privacy of PHI from intentional or unintentional use or 

disclosure in violation of HIPAA and other legal requirements, and to manage the selection, 

development, implementation, and maintenance of security measures to protect Electronic PHI, 

as well as managing the conduct of the workforce relating to the protection of that information. 
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“Availability” means the property that data or information is accessible and useable upon 

demand by an authorized person, as set forth at 45 C.F.R. §164.304. 

 

“Breach” shall mean the acquisition, access, use or disclosure of Protected Health Information 

in a manner not permitted under 45 C.F.R. Part 164, Subpart E (the “HIPAA Privacy 

Regulations”) which compromises the security or privacy of the Protected Health Information. 

“Breach” shall not include:  

 

(a) Any unintentional acquisition, access, or use of Protected Health Information by a 

workforce member or person acting under the authority of Covered Entity or Business 

Associate, if such acquisition, access or use was made in good faith and within the 

scope of authority and does not result in further use or disclosure in a manner not 

permitted under the HIPAA Privacy Regulations; or  

 

(b) Any inadvertent disclosure by a person who is authorized to access Protected Health 

Information at Covered Entity or Business Associate to another person authorized to 

access Protected Health Information at Covered Entity or Business Associate, 

respectively, and the information received as a result of such disclosure is not further 

used or disclosed in a manner not permitted under the HIPAA Privacy Regulations; or  

 

(c) A disclosure of Protected Health Information where Covered Entity or Business 

Associate has a good faith belief that an unauthorized person to whom the disclosure 

was made would not reasonably have been able to retain such information.  

 

“Breach Notification Regulations” means the rules set forth primarily at 45 C.F.R. Part 164, 

Subpart D. 

 

“Business Associate” means the entity so designated in the preamble of this Agreement. 

 

“Confidentiality” means the property that data or information is not made available or disclosed 

to unauthorized persons or processes, as set forth at 45 C.F.R. §164.304. 

 

“Covered Entities” or “Covered Entity” means the entity or entities as designated in the 

preamble to this Agreement. 

 

“Days” means a calendar day unless a provision specifies “business days”. 

 

“Discovery” or “Discovery of a Breach” means that Business associate, or an employee, 

officer, or agent of Business Associate, has acquired actual knowledge of a Breach or by the 

exercise of reasonable diligence should have acquired knowledge of a Breach. 

 

“Electronic Protected Health Information” or “Electronic PHI” or “ePHI” means PHI in 

electronic form.  All references to “Protected Health Information” or “PHI” in this Agreement 

include ePHI.  
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“Encrypted” or “Encryption” means the use of an algorithmic process to transform data into a 

form in which there is a low probability of assigning meaning without use of a confidential 

process or key, as set forth at 45 C.F.R. § 164.304 

 

“HIPAA” means the Health Insurance Portability and Accountability Act of 1996 Pub. L., No 

104-191. 

 

“HIPAA Regulation” means the Privacy regulations, the Security Regulations, the Breach 

Notification Regulations and such other applicable regulations set forth in 45 C.F.R. Parts 160 

and 164. 

 

“HITECH” or “HITECH ACT” means the Health Information Technology for Economic and 

Clinical Health Act privacy and security provisions of the Stimulus Act and implementing 

regulations. 

 

“Identifiers” means the identifiers listed in the HIPAA Privacy Rule at 45 C.F.R. section 

164.514(b)(2), which include, among other identifiers:  name, address, zip code, all elements of 

dates other than the year that directly relates to an individual  (such as birthdate, admission date, 

discharge date, date of death), telephone numbers, email address, fax numbers, social security 

numbers, medical record numbers, vehicle identifiers, license numbers, and all other identifiers 

of an individual, or of the individual’s relatives, employers, or household members described in 

section 164.514(b)(2). 

 

“Individual” means the person who is the subject of PHI and shall include a person who 

qualifies as a personal representative under 45 C.F.R. Section 164.502(g). 

 

“Integrity” means the property that data or information have not been altered or destroyed in an 

unauthorized manner, and that data from one system is consistently and accurately transferred to 

other systems, as set forth at 45 C.F.R §134.304. 

 

“Physical Safeguards” means safeguards consisting of physical measures, policies, and 

procedures to protect electronic information systems and related buildings and equipment, from 

natural and environmental hazards and unauthorized intrusion. 

 

“Protected Health Information” or “PHI” means individually identifiable health information 

created or received by Business Associate from or on behalf of a Covered Entity that relates to 

the past, present, or future physical or mental health condition of an individual, the provision of 

health care to an individual, as set forth at 45 C.F.R. §160.103.  PHI can be oral, written, 

electronic, or recorded in any other form.  All references to “Protected Health Information” or 

“PHI” in this agreement include Electronic Protected Health Information (ePHI). 

 

“Privacy Regulations” means the rules set forth primarily at 45 C.F.R. Part 160 and Part 164, 

Subparts A and E. 

 

“Required by Law” means a mandate contained in law that compels an entity to use or disclose 

PHI and that is enforceable in a court of law, as set forth at 45 C.F.R. §164.103.  Required by 
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Law includes, but is not limited to, court orders and court-ordered warrants; subpoenas or 

summons issued by a court, grand jury, a governmental or tribal inspector general, or an 

administrative body authorized to require the production of information; a civil or an authorized 

investigative demand; Medicare conditions of participation with respect to health care providers 

participating in the program; and statutes or regulations that require the production of 

information, including statutes or regulations that require such information if payment is sought 

under a government program providing public benefits. 

 

“Security Incident” means the attempted or successful unauthorized access, use, disclosure, 

modification, or destruction of information or interference with system operations in an 

information system, as set forth at 45 C.F.R. §164.304.  The term “Security Incident” is very 

broad and includes attempted or successful unauthorized access, use, disclosure, modification, or 

destruction of information or interference with system operations. 

 

“Security Measures” relates to the means (process and technology) by which a Covered Entity 

and or Business Associate protect the privacy and security of information, as set forth at 45 

C.F.R. §164.304.  Security measures keep information secured, and decrease the means of 

tampering, destruction, or inappropriate access.  Security encompasses all of the administrative, 

physical and technical safeguards in an information system. 

 

“Security Regulations” means the rules set forth primarily at 45 C.F.R. Part 160 and 164, 

Subparts A and C. 

 

“Subcontractor” means a person or entity to whom the Business Associate delegates a function, 

activity, or service, other than in the capacity of a member of the workforce of the Business 

Associate, whether by written agreement or otherwise. 

 

“Technical Safeguards” means safeguards consisting of technology and the policy and 

procedures for the use of the technology that protect ePHI and control access.  

 

“Unsecured Protected Health Information” shall mean PHI that is not secured through the use 

of technology or methodology specified by the HHS Secretary in regulations or as otherwise 

defined  

in section 13402(h)(2) of HITECH on the HHS Web site.  

 

Section 1 

Obligations and Activities of Business Associate 

 

1.1.1 Business Associate agrees not to use or disclose PHI (“PHI”) except as permitted or 

required by this Agreement or as Required by Law.  Business Associate agrees to use 

appropriate safeguards to prevent use or disclosure of the PHI other than as provided for 

by this Agreement. 

1.1.2 Business Associate and its agents or Subcontractors, if any, shall only request, use, and 

disclose the minimum amount of PHI necessary to accomplish the purpose of the request, 

use or disclosure in accordance with HIPAA, the HIPAA Regulations and HITECH. 
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1.1.3 Business Associate agrees to use appropriate safeguards and comply with the applicable 

requirements of the HIPAA Regulations, including 45 CFR Subpart C, with respect to 

ePHI and Subpart E of 45 CFR with respect to PHI.  This shall include, without 

limitation, using appropriate Security Measures and developing, implementing, 

maintaining and using appropriate and reasonable Administrative, Physical, and 

Technical Safeguards for the privacy and security of PHI to insure the integrity, 

Confidentiality and Availability of, and to prevent non-permitted uses and disclosures of 

PHI that it creates, receives, maintains, or transmits on behalf of Covered Entity.  

Business Associate further acknowledges and agrees that pursuant to HITECH, it will 

implement and document its Security Measures and will comply with 45 CFR sections 

164.306 (Security Standards), 164.308 (Administrative Safeguards), 164.310 (Physical 

Safeguards), 164.312 (Technical Safeguards), 164.314 (Organizational Safeguards) and 

164.316 (Policy and Procedures and documentation requirements), and all other 

applicable requirements of HIPAA, the HIPAA Regulations, HITECH and other 

applicable privacy and security laws.  Business Associate agrees to adopt the technology 

and methodology standards provided in guidance issued by the HHS Secretary pursuant 

to HITECH. 

 

1.1.4 Business Associate agrees to take prompt action to correct any deficiencies and to 

mitigate to the extent practicable, any harmful effect that is known to Business Associate 

of an access, use, disclosure, modification or destruction of PHI by Business Associate, 

its agents or Subcontractors, if any, in violation of the requirements of this Agreement. 

 

1.1.5 Business Associate agrees to promptly notify Covered Entity within forty-eight (48) 

hours of any access, use, disclosure, modification, or destruction of PHI not provided for 

by this Agreement or that is in violation of the requirements of this Agreement, and to 

provide Covered Entity or its designee such information as may be reasonably requested 

by Covered Entity to investigate the violation.  Business Associate shall report to 

Covered Entity any Security Incident of which it becomes aware.  If Business Associate 

has been requested orally or in writing by law enforcement officials that notification of 

affected individuals of a Breach may impede a criminal investigation, Business Associate 

shall so inform Covered Entity. 

 

1.1.6 Business Associate further agrees to provide a report in writing to Covered Entity within 

ten (10) days of, and to cooperate with Covered Entity in investigating and resolving, any 

of the following as they relate to PHI under this Agreement: 

(i) Any unauthorized access, use, disclosure, modification or destruction of PHI of 

which Business Associate becomes aware; 

 

(ii) Any Security Incident of which Business Associate becomes aware; 

 

(iii) The receipt of a request from an Individual (or their authorized personal 

representative) for access to amendment to, an accounting of disclosures of, a 

copy or electronic copy of, or a restriction on the use of disclosure of PHI; or 
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(iv) Any Breach or potential Breach of Unsecured PHI of which Business Associate 

becomes aware.  In such event, Business Associate will document its 

investigation and provide such additional information as may reasonably be 

requested to enable Covered Entity to determine the extent to which the PHI has 

been compromised.  Notice to affected Individuals will be made by or at the 

direction of Covered Entity at Business Associate’s expense. 

 

The written report from Business Associate required by this Section shall set forth the following: 

 

(i) A brief description of what happened, including the date of any unauthorized 

access, use, disclosure, modification, or destruction, and, if known, the date of 

Discovery, the number of individuals affected, the time period involved, and the 

nature and extent of any harm resulting from the violation; 

 

(ii) A description of the type(s) of PHI and Identifiers involved (such as whether full 

name, social security number, date of birth, home address, account number, 

diagnosis, disability code, and other types of information were involved); 

 

(iii) Information regarding whether and to what extent the PHI was unsecured PHI, 

Encrypted, or was rendered unusable, unreadable, or indecipherable to 

unauthorized individuals through the use of a technology or methodology 

specified by the HHS Secretary in the guidance issued under section 13402(h)(2) 

of HITECH on the HHS Website; 

 

(iv) A description of the manner in which the PHI could be identified or, if known, 

how and whether the PHI could be re-identified; 

 

(v) To the extent possible, the name of each individual whose PHI has been or is 

reasonably believed to have been accessed, used, disclosed, modified, or 

destroyed; 

 

(vi) To the extent possible, the name of the unauthorized person and entity who used 

the PHI or to whom the disclosure was made; 

 

(vii) To the extent possible, whether the unauthorized person or entity is another 

covered entity, business associate, employee of Business Associate, 

Subcontractor, or entity affiliated with Business Associate; 

 

(viii) Whether any opportunity existed for an unauthorized person to acquire, view, 

transfer, or otherwise comprise the PHI; 

 

(ix) Whether the PHI was actually acquired, viewed, transferred, or otherwise 

compromised by an unauthorized person; 
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(x) Any Steps individuals should take to protect themselves from potential harm 

resulting from the unauthorized access, use, disclosure, modification, or 

destruction of PHI; and 

 

 

(xi) A description of what the Business Associate is doing to investigate, mitigate 

harm to individuals, and protect against any further unauthorized access, use, 

disclosure, modification or destruction of PHI; 

 

1.1.7 Business Associate agrees that any Subcontractor that creates, receives, maintains, or 

transmits PHI on behalf of the Business Associate or covered Entity will enter into an 

enforceable written HIPAA-compliant business associate agreement requiring that the 

Subcontractor: 

 

(a) agrees to comply with the HIPAA Privacy Regulations, HIPAA Security 

Regulations, HITECH law, and other applicable laws and regulations related to 

privacy and security of PHI, including ePHI; 

 

(b) agrees to the same restrictions, reporting and contracting obligations and 

conditions that apply in this Agreement to Business Associate with respect to PHI 

including, by way of example and without limitation, that the Subcontractor 

develop, implement, maintain, and use appropriate and reasonable Security 

Measures and Administrative, Physical, and Technical safeguards for the privacy 

and security of PHI to insure the Integrity, confidentiality, and Availability of and 

prevent non-permitted access, use, disclosure, modification or destruction of PHI, 

including ePHI; that the Subcontractor enter into business associate agreements 

with its subcontractors that create, receive, maintain, or transmit PHI on behalf of 

Subcontractor, Business Associate or Covered Entity; and the Subcontractor adopt 

a HIPAA compliance program and policies and procedures. 

 

If Business Associate becomes aware of a pattern of activity or practice of a 

Subcontractor that constitutes a material breach of their written business associate 

agreement, Business Associate shall take reasonable steps to cure the breach or end the 

violation, as applicable, and if such steps are unsuccessful, terminate the contract. 

 

1.1.8 Business Associate agrees to provide access to and copies of PHI maintained in a 

Designated Record Set to Covered Entity or, when  requested in writing by Covered 

Entity, to an Individual in order for Covered Entity to meet the requirements of 45 CFR 

§164.524.  Business Associate shall provide access to and copies of PHI in a reasonable 

time, not to exceed fifteen (15) days (unless the parties reasonably agree otherwise in 

writing) and in a reasonable manner.  If requested by Covered Entity or an Individual, 

Business Associate shall provide access to ePHI to Covered Entity or, when requested in 

writing by Covered Entity, to an Individual in the electronic form and format requested 

by Covered Entity or by the Individual, as applicable, if it is readily producible and if not, 

in a readable electronic form and format as agreed by the Covered Entity or Individual, as 

applicable. 
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1.1.9 Business Associate agrees to make its internal practices, books, and records relating to 

the use and disclosure of PHI received from, or created or received by Business 

Associate, on behalf of Covered Entity available to the HHS Secretary in the time and 

manner designated by the HHS Secretary, for purposes of the HHS Secretary determining 

compliance with the HIPAA Regulations.  Upon receipt of a request from the HHS 

Secretary, Business Associate shall notify Covered Entity in writing unless such 

notification would be contrary to law. 

 

1.1.10 Business Associate agrees to make any amendment(s) to PHI in a Designated Record Set 

that Covered Entity determines is required to enable Covered Entity to comply with 45 

CFR §164.526.  Except for good cause shown in writing to Covered Entity, Business 

Associate shall act upon Covered Entity’s request for an amendment within thirty (30) 

days of receipt Covered Entity’s request. 

 

1.1.11 Business Associate agrees to identify, track and document disclosures of PHI and other 

information related to such disclosures as would be required for Covered Entity to 

respond to a request by an Individual for an accounting of disclosures of PHI in 

accordance with 45 CFR §164.528.  Business Associate agrees to provide the information 

collected to Covered Entity or to an Individual when requested by Covered Entity, in 

writing and no later than thirty (30) days after receiving a request under this subsection, 

to permit Covered Entity to respond to a request by an individual for an accounting of 

disclosures of PHI in accordance with 45 CFR §164.528.  Upon written request, Business 

Associate shall furnish to Covered Entity a copy of its policies or procedures that it has, 

and will maintain, that describe how it carries out its obligations under this subsection. 

 

1.1.12 Business Associate agrees that if it has a legal obligation to disclose any PHI, it will 

notify Covered Entity as soon as reasonably practicable after it learns of such obligation, 

sufficiently in advance of the proposed release date such that the rights of Covered Entity 

and the Individual to whom the PHI relates would not be prejudiced.  If Covered Entity 

or the Individual objects to the release of such PHI, Business Associate will allow 

Covered Entity and/or the Individual to exercise any legal rights or remedies Covered 

Entity and/or the Individual might have to object to the release of the PHI, and Business 

Associate agrees to provide such assistance as Covered Entity or the Individual may 

reasonably request in connection therewith. 

 

Section 2 

Permitted Used and Disclosures by Business Associate 

 

2.1.1 General use and Disclosure Provision.  Business Associate agrees to use or disclose 

PHI only as permitted or required for the purpose of performing its obligations under the 

Services Agreement, provided such use or disclosure of PHI would not violate the 

HIPAA Regulations if done by covered Entity, including the minimum necessary 

requirements in the HIPAA Regulations and Subpart E of CFR Part 164, or violate the 

terms of this Agreement. 
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(i) Specific Use and disclosure Provisions.   Except as otherwise limited in this 

Agreement, Business Associate may use and disclose PHI for the proper 

management and administration of the Business Associate or to carry out its legal 

responsibilities, provided that disclosures are Required by Law, or Business 

Associate obtains reasonable assurances from the person to whom the information 

is disclosed that it will remain confidential and used or further disclosed only as 

Required By Law, or for the purpose for which it was disclosed to the person and 

the person notified the Business Associate of any instances of which it is aware in 

which the Confidentiality of the information has been breached. 

 

(ii) Only when specifically authorized by Covered Entity in writing separate from this 

Agreement or in accordance with a specific provision of the Services Agreement, 

Business Associate may use PHI: (a) to provide data aggregation services to 

Covered Entity as permitted by 45 CFR §164.504(e)(2)(i)(B); or (b) to create de-

identified health information in accordance with 45 CFR §164.514. 

 

(iii) Business Associate may use PHI to report violations of law to appropriate Federal 

and State authorities, consistent with 45 CFR §164.502(j)(1). 

 

Section 3 

Obligations of Covered Entity 

 

3.1.1 Covered Entity shall notify Business Associate of any limitation(s) in its notice of 

 privacy practices, prepared for compliance with 45 CFR §164.520, to the extent that such 

 limitation may affect Business Associate’s use or disclosure of PHI. 

 

3.1.2 Covered Entity shall notify Business Associate of any changes in, or revocation of, 

 permission by an Individual to use or disclose PHI, to the extent that such changes may 

 affect Business Associate’s use or disclosure of PHI. 

 

3.1.3 Covered Entity shall notify Business Associate of any restriction to the use or disclosure 

 of PHI that Covered Entity has agreed to in accordance with 45 CFR §164.522, to the 

 extent that such restriction may affect Business Associate’s use or disclosure of PHI. 

 

3.1.4 Covered Entity shall not request Business Associate to use or disclose PHI in any manner 

 that would not be permissible under the Privacy Regulations if done by Covered Entity. 

 

Section 4 

Term and Termination 

 

4.1.1 Term. The Term of this Agreement shall be effective as of  the Effective Date, and shall 

 terminate after the exercise of any of the termination provisions set forth below and when 

 all of the PHI provided by Covered Entity to Business Associate, or created or received 

 by Business Associate on behalf of Covered Entity, is destroyed or returned to Covered 

 Entity and no copies of PHI are retained or, if it is infeasible to return or destroy PHI, 



 
197 

 protections are extended to such information in accordance with the termination 

 provisions in this Section. 

  

4.1.2 Termination by Covered Entity.  Covered Entity may immediately terminate this 

 Agreement and any Services Agreement if Covered Entity makes the determination that 

 Business Associate has breached a material term of this Agreement.  Alternatively, 

 Covered Entity may provide Business Associate with thirty (30) days written notice of 

 the existence of an alleged material breach and afford Business Associate an opportunity 

 to cure upon mutually agreeable terms.  Nonetheless, in the event that mutually agreeable 

 terms cannot be achieved within thirty (30) days, Business Associate must cure said 

 breach to the satisfaction for the Covered Entity.  Failure to cure in the manner set forth

 in this Section is grounds for the immediate termination of this Agreement and any 

 Services Agreement.  Nothing contained herein shall be deemed to require Covered 

 Entity to terminate this Agreement if termination is not feasible. 

 

4.1.3 Termination by Business Associate.  If Business Associate makes the determination 

 that a condition material to the performance of this Agreement has changed under any 

 Services Agreement or this Agreement, or that Covered Entity has breached a material 

 term of this Agreement, Business Associate may provide thirty (30) days’ notice of its 

 intention to terminate this Agreement, Business Associate agrees, however, to cooperate 

 with Covered Entity to find a mutually satisfactory resolution to the matter prior to 

 terminating and further agrees that, notwithstanding this provision, it shall not terminate 

 this Agreement so long as any Services Agreement is in effect. 

 

4.1.4 Automatic Termination.  This Agreement will automatically terminate without any 

 further action of the parties upon the termination or expiration of the last Services 

 Agreement in effect between the parties. 

 

4.1.5 Termination for Cause. Upon Covered Entity's knowledge of a material breach by 

 Business Associate, Covered Entity shall provide an opportunity for Business Associate 

 to cure the breach or end the violation. Covered Entity may terminate this and any other 

 Agreement between Covered Entity and Business Associate if Business Associate does 

 not cure the breach or end the violation within the time specified by Covered Entity. In 

 addition, Covered Entity may immediately terminate this Agreement if Business 

 Associate has breached a material term of this Agreement and cure is not possible.  

 

4.1.6 Effect of Termination. Upon any termination pursuant to this section or otherwise, 

 Business Associate shall return or destroy all PHI pursuant to 45 CFR 

 §164.504(e)(2)(ii)(J) if it is feasible to do so and shall not retain any copies of the PHI.  If 

 return or destruction is not feasible, Business Associate will notify covered Entity in 

 writing, including (i) a statement that Business Associate has determined that it is 

 infeasible to return or destroy the PHI, and (ii) the specific reason(s) for such 

 determination, which reason(s) must be agreed to by Covered Entity.  Business Associate 

 further agrees to extend any and all protections, limitations, and restrictions contained in 

 this Agreement to Business Associate’s use and/or disclosure of any PHI retained after 

 the termination of this Agreement, and to limit any further uses and/or disclosures to the 
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 purposes that make the return or destruction of the PHI infeasible.  Business Associate 

 further agrees to recover any PHI in the possession of its Subcontractors or agents and to 

 return or destroy the PHI as set forth in this Section; if infeasible, Business Associate 

 must provide a written explanation to Covered Entity and require the Subcontractors and 

 agents to agree to extend any and all protections, limitations, and restrictions contained in 

 this Agreement to the Subcontractors; and/or agents’ use and/or disclosure of any PHI 

 retained after the termination of this Agreement, and to limit any further uses and/or 

 disclosures to the purposes that make the return or destruction of the PHI infeasible. 

 

Section 5 

Indemnification 

 

Business Associate shall indemnify, defend and hold harmless Covered Entity and its parent 

corporation, subsidiaries, and related entities, their directors, officers, agents, servants, and 

employees (collectively “the Indemnitees”) from and against all claims, causes of action, 

liabilities, judgments, fines, assessments, penalties, damages, awards, or other expenses of any 

kind of nature whatsoever, including without limitation, attorney fees, expert witness fees, and 

costs of investigation, litigation, or dispute resolution, incurred by the Indemnitees, and relating 

to or arising out of any breach or alleged breach of the terms of this agreement by Business 

Associate or any agent or Subcontractor of Business Associate. 

 

Section 6 

Notice 

 

All notices, requests, demands, and other communications required or permitted to be given or 

made under this Agreement shall be in writing, shall be effective upon receipt of attempted 

delivery, and shall be sent by (a) personal delivery; (b) certified or registered United States mail, 

return receipt requested; (c) overnight delivery service with proof of delivery; or (d) facsimile 

with return facsimile acknowledging receipt.  Except as otherwise herein, provided notices shall 

be sent to the address below.  Neither party shall refuse delivery of any notice hereunder. 

 

 If to Covered Entity:  Texas Panhandle Centers 

     Attn:  Contracts Manager 

     P.O. Box 3250 

     Amarillo, Texas 79116 

 

 If to Business Associate:      

 

     

 

     

 

     

 

Section 7 

Miscellaneous 
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7.1.1 No Warranty.  PHI IS PROVIDED TO BUSINESS ASSOCIATE SOLELY ON AN 

“AS IS” BASIS. COVERED ENTITY DISCLAIMS ALL OTHER WARRANTIES, 

EXPRESS OR IMPLIED, INCLUDING, BUT NOT LIMITED TO, IMPLIED 

WARRANTIES OF MERCHANTABILITY, AND FITNESS FOR A 

PARTICULAR PURPOSE. 

 

7.1.2 Regulatory References.  A reference in this Agreement to a section in the Code of 

Federal Regulations (CFR) means the section is in effect as of the effective date of this 

Agreement or as thereafter amended. 

 

7.1.3 Independent Contractor.  The parties to this Agreement are independent contractors in 

carrying out the duties and obligations of this Agreement.  This Agreement is not 

intended and shall not be construed to create any relationship between the parties that 

would allow one party to exercise direction or control over the manner or method by 

which the other party performs services, duties, or obligations under this Agreement 

 

7.1.4 Equitable Relief.  Business Associate understands and acknowledges that any disclosure 

or misappropriation of any PHI in violation of this Attachment will cause Covered Entity  

irreparable harm, the amount of which may be difficult to ascertain, and therefore agrees 

that Covered Entity shall have the right to apply to a court of competent jurisdiction for 

specific performance and/or an order restraining and enjoining any such further 

disclosure or breach and for such other relief as Covered Entity  shall deem appropriate. 

Such right of Covered Entity is to be in addition to the remedies otherwise available to 

Covered Entity at law or in equity. Business Associate expressly waives the defense that 

a remedy in damages will be adequate and further waives any requirement in an action 

for specific performance or injunction for the posting of a bond by Covered Entity. 

 

7.1.5 Regulatory References. A reference in this Agreement to a section in HIPAA or 

HITECH means the section is in effect or as amended, and for which compliance is 

required.  

 

7.1.6  Amendment. The Parties agree to take such action as is necessary to amend this 

Agreement from time to time as is necessary for Covered Entity to comply with the 

requirements of HIPAA, the HIPAA Regulations, and the HITECH Act, and any 

applicable regulations in regard to such laws. Except as provided specifically herein, this 

Agreement may not be modified or amended except by an instrument in writing declared 

to be an amendment hereto and executed by both parties. 

 

7.1.7  Survival. The respective rights and obligations of Business Associate shall survive the 

termination of this Agreement.  

 

7.1.8  Interpretation. Any ambiguity in this Agreement shall be resolved in favor of a meaning 

that permits Covered Entity to comply with HIPAA or HITECH or any applicable 

regulations in regard to such laws.  
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7.1.9 No Third Parties.  This Agreement shall inure to the benefit of, and be binding upon, the 

parties and their respective successors and assigns.  There are no third parties to this 

Agreement and nothing herein is intended for the benefit of a third person. 

 

7.1.10 Coordination of Documents.  In the event of a conflict between a provision of this 

Agreement and a provision of a Services Agreement, the provision of this Agreement 

shall control. 

 

7.1.11 Choice of Law.  This Agreement shall be governed and construed by applicable federal 

law and by the laws of the state where Covered Entity is physically located without 

regard to laws relating to choice of law or conflicts of law. 

 

7.1.12 Entire Agreement.  This Agreement constitutes the entire agreement between the parties 

on this subject matter and supersedes all other proposals, understandings or agreements, 

whether written or oral, regarding the subject matter hereof, including any prior Business 

Associate Agreements. 

 

7.1.13 Disputes.  If any controversy, dispute, or claim arises between the parties with respect to 

this agreement, the parties shall make good faith efforts to resolve such matters 

informally. 

 

7.1.14 Disclaimer.  Covered Entity makes no warranty or representation that compliance by 

Business Associate with this Agreement or the statutes and regulations cited herein will 

be adequate or satisfactory for Business Associate’s own purposes.  Business Associate is 

solely responsible for adequately safeguarding PHI in accordance with applicable law. 

 

Section 8 

Further Assurances 

 

The parties agree that from time to time, they will amend the Agreement to account for changes 

in the applicable law or regulations, including, without limitation, those arising out of the 

HITECH Act or other applicable acts and regulations, subsequently promulgated and that, on and 

after the effective date of this Agreement, such then applicable provisions shall be incorporated 

by reference into the Agreement as written until such time as the parties may amend the 

Agreement to otherwise specifically provide for the subject matter of such provisions but in no 

case for a period longer than one year from the effective date of any such statutory or regulatory 

provision, during which time the parties shall negotiate further assurances in good faith. 

 

This Agreement shall be considered fully executed as of the date last signed below in Potter 

County, Texas. 

 

Business Associate 

 

 

______________________________ 

Signature 
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______________________________ 

Printed Name  

 

    

_______________ 

Date 
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Assurances and Certifications 
 

Proposer must include the following assurances and certifications with proposal: 

1. Vendor Profile 

2. Signature Page 

3. Assurances 

4. Conflict of Interest Questionnaire 

5. Lobbying Certification 

6. Request for Taxpayer Identification Number and Certification (Form W-9) 

7. Financial Information 

8. Insurance 

9. Employer Information Report (if applicable) 
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Vendor Profile 
 

1. Legal name of Proposer:    

2. Address of office, which will fulfill any awarded Contract:     

   

3. Number of years in business related to the proposed services:       

4. Certification Number if an Historically Underutilized Business:     

5. Qualifications if HUB eligible, but not certified:    

6. Type of Operation: ☐Individual ☐Partnership ☐Corporation ☐Government 

Other (please explain):       

7. Number of employees dedicated to fulfillment of any awarded Contract:     

8. Please disclose any GPO affiliations or State of Texas contract participation. 

               

               

9. Are you currently for sale or involved in any transaction to expand or to become acquired by 

another business entity? ☐Yes ☐No 

If yes, please explain the impact both in organizational and directional terms. 

              

              

10. Provide details of past or pending litigation within the last ten (10) years and claims filed 

against you that are either related to the services that would be provided or that would 

affect your performance under a contract. 

              

              

11. Are you currently in default on any loan contract or financing contract with any bank, 

financial institution, or other entity? ☐Yes  ☐No 

If yes, specify date(s), details, circumstances, and prospects for resolution. 

              

              

12.  Are there any circumstances that could affect your ability to perform under a Contract? 

☐Yes ☐No 

If yes, please describe the circumstances and potential effect. 
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13. Provide three references for clients currently under contract for similar services. Two of 

these clients must be fully implemented and one must have been implemented within the last 

year: 

 

Client Name Address Contact Person Phone Number Years with Client 

     

     

     

 

14. Including the Center, there are 39 MH/IDD Community Centers based in Texas.  Is proposer 

currently providing services to any other MH/IDD Community Centers in Texas?  If yes, 

please provide the name of the Center, a contact person, and the year that services began. 

              

              

              

15. Describe your product development expenditures and accomplishments for the most recently 

completed fiscal year. 

              

              

              

 

16. Does proposer’s product strategy offer a software as a service model, a customer hosted 

platform, or both?  ☐Software as a Service ☐Customer Hosted ☐Both 
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Signature Page 
 

The attached proposal is being submitted in response to the Request for Proposal RFP ID:  

04062002. The proposal is a firm offer and shall remain an open offer, valid for one hundred and 

twenty (120) days from the due date of this proposal. 

Texas Panhandle Centers Behavioral and Developmental Health in its sole and absolute 

discretion shall have the right to award contracts for any or all materials listed in each proposal, 

shall have the right to reject any and all proposals and shall not be bound to accept the lowest 

cost proposal and shall be allowed to accept the total proposal of any one vendor. I understand 

that this proposal will be reviewed and evaluated according to the procedures indicated in this 

RFP. 

 

 

         

Authorized Signature  Company Name 

 

 

         

Typed or Printed Name  Street Address 

 

 

         

Title  City, State, Zip Code 

 

 

         

Telephone Number  Email Address 
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Assurances 
 

Proposer makes the following assurances: 

 

1. All addenda and attachments to the RFP as distributed by Center and designated by the 

checklist have been received. 

2. No attempt has been or will be made by the proposer to induce any person or firm to submit 

or not to submit a proposal, unless so described in its proposal. 

3. The proposer does not discriminate in its services or employment practices on the basis of 

race, color, genetic information, religion, sex, sexual orientation, national origin, disability, 

veteran status, or age. 

4. All cost and pricing information is reflected in the RFP response documents or attachments. 

5. Proposer accepts the terms, conditions, criteria, and requirements set forth in the RFP. 

6. Proposer accepts Center’s right to cancel the RFP at any time prior to contract award. 

7. Proposer accepts Center’s right to alter the timetables for procurement that are set forth in the 

RFP. 

8. The proposal submitted by the proposer has been arrived at independently without 

consultation, communication, or agreement for the purpose of restricting competition. 

9. Unless otherwise required by law, the information in the proposal submitted by the proposer 

has not been knowingly disclosed by the proposer to any other proposer prior to the notice of 

intent to award. 

10. No claim will be made for payment to cover costs incurred in the preparation of the 

submission of the proposal or any other associated costs. 

11. The Center has the right to complete background checks and verify information. 

12. The individual(s) signing this document and any contract awarded to proposer is authorized to 

legally bind the proposer. 

13. No employee of the Center, and no member of Center’s Board of Trustees, will directly or 

indirectly receive any pecuniary interest from an award of the proposed contract to proposer. 

If the proposer is unable to make the affirmation, then the proposer must disclose any 

knowledge of such interests in accordance with the enclosed Conflict of Interest 

Questionnaire. 

14. Proposer is not currently held in abeyance or barred from the award of a federal or state 

contract. 

15. Proposer has not filed for bankruptcy within the past five (5) years. 

16. Proposer is not currently in the process of filing for bankruptcy. 

17. Proposer is not currently delinquent in its payments of any franchise tax or state tax owed to 

the state of Texas, pursuant to Texas 2 Tax Code §171. 

18. Proposer shall disclose whether any of the directors or personnel of proposer have either been 

an employee or a trustee of the Center within the past two (2) years preceding the date of 

submission of the proposal. If such employment has existed, or a term of office served, the 

proposal shall state in writing the nature and time of the affiliations as defined and in 

accordance with the enclosed Conflict of Interest Questionnaire. 

19. Proposer shall identify in writing any trustee or employee of Center who has a financial 

interest in proposer or who is related within the second degree by consanguinity or affinity to 

a person having such financial interest. Such disclosure shall include a complete statement of 
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the nature of such financial interest and the relationship, if applicable, in accordance with the 

enclosed Conflict of Interest Questionnaire. 

20. No former employee or officer of Center directly or indirectly aided or attempted to aid in 

procurement of proposer's service. 

21. Proposer shall disclose in writing the name of every Center employee and/or member of 

Center’s Board of Trustees with whom proposer is doing business or has done business 

during the three hundred and sixty five (365) day period immediately prior to the date on 

which the proposal is due; failure to include such a disclosure will be a binding 

representation by proposer that the natural person executing the proposal has no knowledge 

of any key persons with whom proposer is doing business or has done business during the 

three hundred and sixty five (365) day period prior to the immediate date on which the 

proposal is due.  See enclosed Conflict of Interest Questionnaire. 

22. Proposer agrees to utilize the U.S. Department of Homeland Security’s E-Verify system to 

determine the eligibility of all persons assigned to perform work pursuant to the Contract. 

23. Proposer will certify that background checks are conducted for all persons assigned to 

perform work pursuant to the Contract. 

 

 

         

Signature of Applicant or Applicant’s Authorized Representative  Date 

 

 

    

Printed Name 

 

 

    

Title 

 

 

    

Organization 
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Conflict of Interest Questionnaire 
 

Please retrieve the Conflict of Interest Questionnaire (CIQ) from the following website: 

 
https://www.ethics.state.tx.us/data/forms/conflict/CIQ.pdf 
 

Please attach the completed CIQ Form as part of your proposal.  The following is required on the 

CIQ form regardless of any other entry on the form: 

1. Name of vendor is required in Box 1 

2. A signature is required in Box 7 

 

Texas Panhandle Centers Behavioral & Developmental Health – Board of Trustees 

 

The Honorable Willis Smith 

Chair 

Higgins, Texas  

Patty Ladd 

Vice-Chair 

Amarillo, Texas  

Janis Robinson  

Secretary/Treasurer  

Hereford, Texas  

Larry Adams 

Amarillo, Texas  
Linda Brian 

Amarillo, Texas  
Amy Hord 

Canyon, Texas  

Charles Gill 

Panhandle, Texas  
Sharon Braddock 

Clarendon, Texas  
Jerry Williams 

Amarillo, Texas  

 

Texas Panhandle Centers Behavioral & Developmental Health – Senior Management 

 

Mellisa Talley 

Executive Director  
Lindsey Martinez  

Chief Accountant  
Mark Janes, MD 

Medical Director 

Libby Moore 

Chief Clinical Officer  
Jesse Greer  

Director of Data Management 

& Contracts/Credentialing 

Elvire Blakemore-Sanders 

Director of Intellectual & 

Developmental Disability 

Services 

Genna Dunlap 

Chief Financial Officer  
Donald Newsome  

Director of Quality 

Management & Compliance 

Diane Donnell 

Director of Utilization 

Management 

Toby Wallace  

Director of Human Resources 
Carlos Arenivar   

Purchasing Agent 
Kendra Hubbard 

Director of Nursing - IDD 

 

  

https://www.ethics.state.tx.us/data/forms/conflict/CIQ.pdf
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Lobbying Certification 
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Request for Taxpayer Identification Number and Certification (Form W-9) 
 

Please retrieve the Request for Taxpayer Identification Number and Certification from the 

following website: 

 

http://www.irs.gov/pub/irs-pdf/fw9.pdf 

 

Please attach the completed Form W-9 as part of your proposal. 

 

  

http://www.irs.gov/pub/irs-pdf/fw9.pdf
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Financial Information 
 

Please include the following with your proposal: 

1. Copy of Certified External Audit reports for the past three (3) years. 

2. Copy of the most recent Tax Statement (IRS Form 1120, Form 990 as applicable). 

3. Most current Annual Report 
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Insurance 
 

Provide a Certificate of Insurance secured and maintained with an insurance company, or 

companies, licensed to do business in Texas for the following coverage in the following amounts: 

1. Comprehensive general liability, professional liability, and employee misconduct insurance 

with limits of at least five million dollars ($5,000,000) per occurrence, ten million dollars 

($10,000,000) aggregate. 

2. Sufficient coverage to meet the requirement of State law for Workers' Compensation on its 

employees providing services under this Contract. Workers’ Compensation policies shall 

also include a waiver of subrogation in favor of Center. 

3. Cyber and Errors and Omissions Liability insurance.  Proposer must have a limit of five 

million dollars ($5,000,000), covering liabilities arising from a) product or service financial 

injury caused by a product or service defect or performance failure; b) technology-related 

injury caused by errors or omissions and all series of continuous, repeated or related acts, 

errors or omissions; c) breach mitigation and notification expenses related to a privacy 

breach; d) and defense for liability from copyright infringement. Coverage also includes 

reasonable legal litigation expenses. 

4. Automobile Liability: If a successful proposer-owned vehicle is used in the provision of 

Services, successful proposer must maintain automobile liability insurance coverage in the 

amount of at least one million dollars ($1,000,000) combined single limit, with hired and 

non-owned coverage included. 

 

Successful proposer is responsible for obtaining and maintaining any riders or other documents 

necessary to ensure that the coverage described above. A legally qualified insurance company 

acceptable to Center must underwrite all insurance coverage listed above. Each policy shall 

contain a provision (to the extent legally permitted) that the insurance company shall give Center 

as a certificate holder thirty (30) days written notice in advance of (a) any cancellation or non-

renewal of the policy, (b) any reduction in the policy amount, (c) any deletion of additional 

insureds, or (d) any other material modification of the policy. If successful proposer is required 

to carry professional liability coverage and that professional liability coverage is a “claims 

made” policy, successful proposer shall maintain “tail” coverage with the same minimum 

coverage limits as stated above with respect to professional liability insurance until all possible 

statutes of limitations have expired. Upon the effective date of a contract, upon any renewal or 

change in terms of any insurance policy required above in this section (“Insurance”) and within 

ten (10) days of any request by Center, successful proposer shall provide the Center with written 

evidence (i.e. certificate of insurance), acceptable to Center, of all insurance coverage required 

herein. 
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Employer Information Report 
 

For vendors with more than 100 employees, the RFP submission must include the vendors’ 

status regarding equal employment opportunity. Please submit verification of status using the 

Employer Information Report EEO-1 or the State and Local Government Report EEO-4. 

 

EEO-1: 

https://www.eeoc.gov/employers/eeo1survey/index.cfm 

State and Local Government Report EEO-4: 

https://www.eeoc.gov/employers/eeo4survey/e4instruct.cfm 

 

https://www.eeoc.gov/employers/eeo1survey/index.cfm
https://www.eeoc.gov/employers/eeo4survey/e4instruct.cfm

